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Experience exceeds logic, overflows and surrounds it. 


—William James. 


I take this to be James’s first and great command- 
ment, ‘‘Thou shalt not make unto thyself any ration- 
alistie image, nor bow down thyself before fixed 
principles, nor worship them." And the second is 
like unto it, ''No tree is a forbidden tree provided 
only that its fruits be good." In these two command- 
ments live the spirit of William James and the future 
of psyehopathology.—Norman Cameron. 
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FOREWORD TO FIRST EDITION 


When a year ago Dr. С, V. Mosby expressed his desire for a text of 
psychiatry presenting the results of the teaching in our Medical School, 
I urged him to turn to Dr. Wendell Muncie as one who had always, 
in a characteristic way, drawn the impetus for his work and writing 
from what he actually was doing and was responsible for with patients 
and what pertained to specific cases and conditions and the teaching or 
investigation pertaining thereto. As an untiring and determined worker 
who does not have to borrow his urge for inquiry from the problems in 
vogue, from other fields, or from the ‘‘something else," he would also 
formulate best what he actually finds in his patients and uses in his 
teaching and in the service of therapy. 

It is with a sense of gratitude to him that I put down these words of 
introduction to a book which was written out of concrete practice, a 
free upshot from his actual diagnostic and treatment work and the teach- 
ing in our hospital. It comes from the midst of a group of workers 
always advised to share ‘‘the experience in the making," under the 
leading principle that each one should want to understand his neighbors 
and co-workers and their patients and at the same time to make himself 
equally understood by the other members of the group, as he organizes 
the accumulated data in a nondogmatic working and teaching atmos- 
phere. Dr. Muncie offers us a presentation out of the midst of a heavy 
burden of practical responsibilities, a clearly written outline of what he 
has found most helpful and has freely added to, and what, I trust, will 
find and make friends in a field very vital, owing to the increasingly 
human spirit of present-day medicine at large. It offers a very human 
orientation to those who wish to enter the specialty and to those who 
consider a fair degree of familiarity with? man as person a necessary 
part of all medical responsibility. The book speaks for itself. It is a 
voice from a workshop, making articulate in its own way the mode of 
working, inquiring and sharing practiced far “ће whole of man and 
his setting and not only the parts of man."'. May it ре received in the 
spirit in which it is given. 

ADOLF MEYER. 


Baltimore. 


PREFACE TO SECOND EDITION 


The years since the first edition was written have seen a world cataclysm; 
and psychiatry along with all other scientific disciplines has been put to 
the severest tests. As in World War I, the fallibility of the human and 
of the social organism is again glaringly demonstrated, but perhaps no 
more fallible in war than in the years of ‘‘peace’’ which both before the 
war and now have failed to produce a valid and generally acceptable men- 
tal hygiene. As with the last war, we see again an immense expansion of 
the areas of acceptance of psychiatry, in a hopeful and expectant manner— 
too hopeful, one may say, for as a group we psychiatrists are too few and 
our armamentarium of concepts and methods is still too poorly defined and 
too poorly transferable from one to another to do more than nibble at the 
mass problem. 

There is still too much heat and too little light in our discussions. Case 
observation leads to generalization, generalization to rigid systematization, 
systematization to belief, and belief to intolerance, and intolerance to am- 
bition to control teaching policy and the few facilities for hospital treat- 
ment. At a time when many methods may demonstrably produce helpful 
results, how utterly shortsighted for traditionalists to deny the usefulness 
of psychoanalysis, for psychoanalysts to refuse to accept the usefulness of 
shock therapy, and all together to condemn prefrontal lobotomy! Is our 
primary task to aid human sufferers or to remain faithful to our several 
scientific heritages with all their attendant defects? 

This second edition has been extensively edited in the light of my 
recent years devoted largely to private practice, and will indicate what I 
have found useful as concepts and as practice. 

The historical appendices of the first edition have been omitted, because 
this material may now be found in most medical libraries of the country, 
and there have been no contributions of great theoretical importance for 
the development of our conceptions in the interim years. 

The effectiveness of medical education must rest finally on its effective- 
ness in practice. As a practitioner, it has been my constant effort to test 
theory and to strip from my service to patients the academie chaff of 
words, clichés, and hallowed traditions. The living sufferer in the con- 
sulting room reduces the most minute history and the most treasured 
concepts, by comparison, to a desiccated, boneless mass unfit even for 
statistics. 

Adolf Meyer will doubtless be remembered as a great teacher. So he 
was and is. It is less widely appreciated that he was a powerful and 
resourceful therapist who believed in therapy and who uncannily induced 
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in his patients a strong force for personality cohesion and development 
through his infectious belief that one could always do a better job. This 
was a delight to all who had the privilege of working with and for him 
over the years. Adolf Meyer is no longer in active service; his staff 
assistants are widely dispersed, his teachings here and there depreciated 
by those same crities who, unable to take his measure in debate, had only 
to wait for time to come to their aid. 

In an era rampant still with parochial aggressiveness, how sane and far 
reaching are his ideals: Know thy neighbor as thyself; give new ideas a 
chance; cultivate a sense for history! He had faith that a body of agreed 
facts would eventually emerge to replace the controversial dogmas he had 
lived through. 

He is the Brahms of psychiatry, a romantic with a love for the classical 
form. His teaching, writing, and living exhibit a quiet, epic grandeur and 
a spirit of tranquility far removed from the noisy Wagnerian excesses of 
some of his colleagues. Let us hope that psychiatry will always remain 
eclectic and pragmatic as he practiced and taught it. 


WENDELL MUNCIE. 
Aberdeen, Maryland 


PREFACE TO FIRST EDITION 


For almost a half century American psychiatry has been enriched by 
the work of Adolf Meyer, who at the age of 26 years chose this country 
for his adopted home. That this was no formal adoption for convenience 
has been attested by his untiring effort to understand the American 
scene and to build an American psychiatry and mental hygiene as a part 
of the general culture. For him there is no science detached from the 
culture in which it flourishes. 

With the opening of the Henry Phipps Psychiatrie Clinic at the Johns 
Hopkins Hospital in 1913, he entered into a period of work which hap- 
pily continues today, outstanding for basic training of the student and 
graduate physician, and devoted to a fusion of psychiatrie interests with 
those of general medicine, biology, and the social milieu. For more than 
twenty-five years the Clinic has exerted a continuous influence on eon- 
temporary psychiatric thought, teaching, and research, in largest meas- 
ure as a result of Adolf Meyer’s breadth of vision, with tolerance for, 
and encouragement to, individual effort, and his refusal to participate in 
the internecine strife among the ‘‘isms.’’? His effort has been directed 
to a determination of the generally acceptable and useful facts from 
all sources and by the urgent need to stay close to the facts of observation. 

This book, written at Dr. Meyer’s invitation, attempts to give a fair 
account of the conceptions, teaching, and working methods of the Clinie 
as currently constituted, with enough historical background to make 
the present understandable as a developmental product from the past 
and to give a vision of the future. 

During my ten years’ residence at the Clinic I have always enjoyed 
the fullest freedom in the pursuit of my own interests. The text there- 
fore contains also the fruits of my own researches here and in Europe, 
whither the Rockefeller Foundation kindly sent me in 1934-35. 

The text is aimed primarily for the use of students and has been 
stripped of much detail which long experience finds useful but which is 
likely to be overwhelming and confusing to beginners. The material is 
covered mostly in the obligatory and elective courses in psychobiology 
and psychiatry at the Johns Hopkins Medical School. 

There has been no attempt to deal with child psychiatry since this has 
been thoroughly presented in Dr. Esther Loring Richards’ Behavior 
Aspects of Child Conduct (Macmillan) and Dr. Leo Kanner’s Child 
Psychiatry (Thomas). Also the vast field of the interrelated problems of 
psychiatry and general medicine has been only suggested, since a compre- 
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hensive presentation of the subject would soon become unwieldy for the 
student. This material is in process of preparation now. 

Very little use has been made of statistical studies. This has been 
deliberate, for, in a field where every item is open to question and sorely 
in need of better definition, statistics would appear to be of secondary 
importance for the student. : 

In the preparation of the text I have enjoyed the constant eritieism 
and help of Dr. Meyer in the general orientation and presentation. I owe 
much to the collaboration of my colleagues at the Henry Phipps Psyehi- 
atrie Clinie, and to many others besides. My special thanks are due 
Dr. Marion Booth and Dr. Adelaide Johnson for the preparation of some 
of the historical charts of Part IV; to Dr. Richard S. Lyman for his aid 
in the preparation of the topical organic defect states; and to Miss 
Cecilia Bisson and Dr. Dorothea Leighton for the photography. Miss 
Dorothy Wirth of the Clinic secretarial staff has most efficiently handled 
the actual preparation of the manuscript. 

The purpose of teaching is to pass on information in such a way as to 
incite curiosity and inquiry, and to instill the desire to be a worker in the 
endless task of knowing more and bringing it under control for the com- 
mon good. My years with Adolf Meyer I count as training in humility 
before the task and also in the conviction that psychiatry will find its 
proper place in a generally acceptable and accepted obligation to know 


man—both self and others. 
WENDELL MUNCIE. 
Aberdeen, Maryland, 
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PSYCHOBIOLOGY AND PSYCHIATRY 


PART I 
PSYCHOBIOLOGY—THE STUDY OF NORMAL 
BEHAVIOR 
CHAPTER I 
HISTORICAL AND PHILOSOPHICAL BASES OF 
PSYCHOBIOLOGY 


When the American Psychological Association in 1911 discussed the 
incorporation in the medical curricula of this country of some elementary 
facts concerning normal psychology, a momentous step in American med- 
ical education was instituted. Previously medical schools were graduat- 
ing students trained in anatomy, physiology, and pathology, and with 
more or less consideration of abnormal behavior but with no training in 
observation and evaluation of normal behavior. Yet this was obviously 
a most urgent need, for whether or not the student would ever turn to 
the field of human behavior for his life’s work, he must perforce deal 
with it in its manifold variations from the very moment of his first con- 
tact with his first patient. The action of the Association was the begin- 
ning therefore of a long deferred step toward a study of the whole of 
man, not only of parts. 

Having taken that step, the next question was, What to teach? And 
at this point the good intentions of the Association were in danger of 
being wrecked through the fact that *psychology"" was a Babel of 
tongues, each proclaiming with too much insistence its just and sole right 
to use the name: introspection psychology, motor psychology, and so on. 
On that occasion (1912) Adolf Meyer! presented a plan of teaching which 
offered a promise of positive assistance to the student. This plan began 
with the entirely practical suggestion that since everyone is the possessor 
of a not inconsiderable experiential knowledge of man, this body of 
common observation was the thing to begin with, to be organized and 
trained. In other words, the study of psychology should start with what 
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was known, rather than the overparticular and oversystematized mate- 
rial of some of the current systems. Second, the student was as far as 
possible asked to reduce the observations on human behavior to terms 
of actual overt performances, open to observation by anyone who cared 
to look, without, however, disregarding the more implicit activity, the 
thoughts, memories, ete., but including them as economizing performances 
or pictorial or verbal forerunners to overt performance. Third, the ob- 
servations should be made by the student on himself, because the student 
knew more of himself than of anyone else, and it seemed the best way 
to bring home to the student how it feels to have personal issues handled. 
Nevertheless the facts should be essentially the same as those which 
others would want to describe and note. Fourth, the student was to 
compare the data of himself with those of three other dissimilar students, 
to give some idea of the range of variation of the normal, and to avoid 
the sense of mere introspection. 

Such a program, it was felt, would serve to awaken in the student 
early in his eareer an alertness to problems with which he must deal 
throughout his medical career, and complete the familiarization with the 
"normal" begun in the courses of anatomy and physiology. The pro- 
gram rests on relatively neutral territory, using the accepted standards 
of scientific work: observation, experimentation, and control as far as 
the nature of the material allows. It leaves the door open for special 
data resting on the use of special concepts and methods, only demanding 
that they be subjected to ordinary scientific tests of validity. 

Adolf Meyer called the course one of objective ‘“psychobiology,’’ clinch- 
ing a place for the study of man as a person clearly within the general 
framework of biology, the prefix ‘‘psycho’’ serving to emphasize the 
devotion to the reactions of the unitary organism, mentally integrated 
through symbolization and with more or less consciousness, in contrast 
to the function of more or less detachable parts and organs. The two 
terms, symbolization and consciousness, perhaps need clarification. 

Symbolization is the process by which time-bound experience is repre- 
sented in terms of pictures or perceptions and words with meaning, capa- 
ble through this of influencing present and future behavior beyond the 
consequences of the experience, which would immediately and inevitably 
result from mere physiological integration of the functioning parts. For 
example, the knee jerk in healthy people results inevitably from a brisk 
tap on the quadriceps tendon. This ‘‘reflex”’ reaction can be shown to 
result from certain physiological nervous integrations involving prin- 
cipally the abruptly stretched quadriceps tendon and the afferent nerves 
from. and the motor nerves to, the quadriceps muscles and their central 
connections. This is the commonly expected reaction. It has nothing 
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to do with any intention or memory and is identical with what can be 
produced in a mere reflex preparation in the physiological laboratory. 
But if, in a **nervous" person, the knee jerks forward before the hammer 
touches the person, only one conclusion can be made: the patient has 
anticipated the entire reaction and jerked the knee. It is the difference 
between the ‘‘knee jerk’? of physiology and ''the person jerking the 
knee" of psychobiology. Such a performance must have resulted from 
previous experience with the test, coupled with certain personal emotional 
attitudes in relation to it, as an anticipation reaction, with the general 
tension and fear of the examination. It could no doubt be shown that 
in its intimate detail this response is differently constituted, probably 
with special muscle combinations, and as a response with some meaning 
and intention for the patient as a person. 

This example illustrates ше essential elements of full-fledged mentally 
integrated activity of the total organism: 

1. It depends on sensation. 

2. The sensation is perceived; and with the introduction of the term 
perception the organismal activity has already been admitted, for per- 
ception is the result of the fusing of simple sensation and the associational 
material from experience or fancy it calls forth. 

3. Motor performance results, which carries with it the earmarks of a 
* personal" reaction, something like but different from the simple physio- 
logical reflex in that it has meaning, in terms of experience, ie, a part 
of personal biography. 

There are various types or degrees of symbolization : 

1. Perception of sensation is the simplest sort, depending on the asso- 
ciative tools of memory, and capable of influencing future action through 
faney, anticipation, ete. 

9, Pictorial and auditory (and other special sense) memories, leading 
to a systematization as elementary thought or language, written and oral, 
closely related still to concrete experience. 

3. Abstract concept formation, as seen in the further development of 
language through extension and restriction (simile, metaphor, identifica- 
tion, analogy, ete.), in the concept of number and its systematization as 
mathematies, and in the development of logie and philosophy—all further 
removed from actual experience and using formal rules or assumptions. 

All perception, memory, imagination, faney, anticipation, language and 
mathematics, logic, and philosophy are exercises in symbolization, lingu- 
istieally elaborated only in the human. It can be shown by studies in 
comparative anatomy that those functions develop hand in hand with the 
inereasing importance of the cerebral hemispheres, 
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Consciousness needs some clarification. It may appear bold to define 
a term which defied the efforts of the psychologists of the last century 
to delimit. The trouble with those efforts was that consciousness was 
conceived of as a static entity, the essence of ‘mental being,’’ to be 
described in terms of sensory perceptions, and their interpretation ob- 
tained through introspection. One was either conscious or not conscious, 
and, by extension, conscious became synonymous with the mental life or 
*mind," in contrast to the not-conscious or the ‘‘physical’’ or body. 
In other words, the older attempts failed through being based on the 
mind-body misconceptions. 

Consciousness in psychobiology describes a modality of organismal ac 
tion, varying in degree from sleeping and dreaming, to waking and 
clearness of thinking, ete. The conscious-not-conseious contrast is re- 
placed by a conception of more or less consciousness, implying in common 
parlance, degrees of awakeness and awareness of the personal activities, 
ie. degrees of a specific ‘‘state of function” about as one speaks of 
“states of matter,” solid, liquid, gaseous. 

Such a conception of consciousness welcomes any reasonable suggestion 
as to the neural basis which makes such performance possible, as for 
example Dandy’s experience” with the regular production of coma on 
ligation of the left anterior cerebral artery. Likewise there remains 
complete freedom, yes, a need, to determine the causes of the variations 
and range in conscious awareness. Some of the important factors making 
for reduced awareness are: 

1. Developmental inadequacy in the sense that the breadth of grasp of 
experience increases from infaney to maturity and declines with old age. 

2. Fatigue, ill health—again when sufficient to cause a lowering of 
general grasp. 

3. Emotional factors, which suppress or prohibit the awareness of cer- 
tain special issues. 

4. Divided attention from simultaneously acting stimuli, especially when 
they are conflicting. 

These factors will receive attention in later chapters dealing with ab- 
normal performances. 

Physicians treat people who suffer or are afflicted in one way or an- 
other. These few words summarize in its entirety the history and the 
present scope of medicine, as a science, an art, a profession. This book 
would be unnecessary if it were not for the special interpretation physi- 
cians themselves (and others) have in the past given to the two principal 
words, ‘‘people”’ and “‘suffer.’’ According to this interpretation, ‘‘peo- 
р1е?? refers to the physical body or live organism, and ‘‘suffer’’ refers 
to the untoward events or afflictions which can happen to that body— 
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uf a tangible sort, to be grasped by observation and the special technical 
extensions in laboratory equipment. The medical student in his first 
days at school is confronted with the dead remains of a human being 
to dissect, and later with a body for autopsy; only later does he meet 
with a living being to examine by special methods. For the purposes of 
the training for which he is being prepared, it matters not at all what 
kind of person the dead man was, how he lived, loved, worked, suffered. 
Neither do these things count much with the living patient being per- 
cussed or otherwise explored for training purposes. When it comes, 
however, to assuming responsibility for the care of sueh a live being, 
personal faetors always play some role and often the dominant one. 
Any attitude which excludes from the scientifie study of man all those 
"unetions distinctively and uniquely human is the direct expression of 
the doctrine of dualism. First explicitly stated by the French philosopher 
Descartes, the doctrine holds that “ойу”? and “mind” are two abso- 
lutely independent substances; the former open to seientifie observation 
since it possesses the quality of extension; the latter defying scientific 
method. It is true he sought some sort of harmony between these two 
principles by means of the pineal gland, and so perhaps foreshadowed 
the more modern efforts of psychophysical parallelism. The net result 
of his effort was to confine medical scientific study to the ‘‘physical,”’ 
anatomical, and physiological, whereas the study of the mental functions 
fell into the hands of the philosophers, and notably the theologians. 
The Cartesian doctrine doubtless was in part the result of the social 
pressure of the time. The exclusion of the study of the human from a 
proper science is all the more notable since ancient Greek philosophy 
had recognized its right to a place in science. Aristotle distinguished 
between the living and the nonliving worlds. He further saw clearly 
the proper relations and distinctions among (1) the feeding soul (anima 
vegetativa), (2) the perceptive soul (anima sensitiva), and (3) the think- 
ing soul (anima eogitativa), charaeterizing thereby three levels of fune- 
tions distinctive respectively of plants, of animals, and of man. Aristotle 
therefore saw natural science divided into diserete heterogeneous fields, 
determined by both form and matter (or quality and quantity). He 
fathered a *'vitalistie"" philosophy commonly held by biologists. 
Descartes, however, had the beginnings of authority in support of his 
dualistie views in the neoplatonie school which taught the homogeneity 
of all natural sciences reducible logically to a study of quantity, i.e., 
He was the father of the mechanistic philosophy, most popu- 
Modern psyehology began its effort at inde- 
p of philosophy and theology probably 
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of the early eighteenth century. Harassed by the Cartesian dogma, it 
began timidly with the study of the data of introspection, to which a 
certain glamour was added by the use of quantitative method. By analogy 
with the atomistic chemistry of the time, the distinctively human per- 
formances, especially the sense perceptions, and the intellectual assets 
of memory, retention, associative capacity, etc., were reduced to elements. 
Complex behavior was explained by building with these elements. 

Useful as all this was, it ignored an obvious feature of human beings: 
that man is known largely by what he does and says. ‘Interpreting 
activity or behavior in a very narrow mechanistic sense, a group of 
psychologists explored this territory, treating man in essence as a reflex 
machine, his motor doings being the inevitable result of sensory influences 
brought to bear on him. There arose the ‘‘behaviorist’’ group and the 
conditioned reflex ideology. 

Both the introspection-associationist and the behaviorist-conditioned 
reflex movements were bound to flourish and to wither early because they 
were rooted in an inadequate and logically untenable philosophy: that 
of Deseartes and Plato. Both soon arrived at the point where universal 
common sense could no longer follow. 

There is a clear need for a philosophy and a science of man which 
will inelude all we can know of chemistry, physics, anatomy, biology, 
and those things peculiarly human—and not shared by other natural 
beings—commonly called mental things, or simply ‘‘mind.’’ Aristotle 
had offered on logical grounds and backed with keen observation a view 
of natural phenomena which met this problem in its broad implications. 
It remained for the modern conceptions of developmental evolution and 
of functional integration to bolster this view. This modern view was 
stated by Adolf Meyer. The cardinal points are: 

1. There exists a relative discontinuity in the sciences based in all 
likelihood on (a) essential qualitative differences in the subject matter 
and (b) on limitations in methods of study. For example, ‘‘animate”’ 
and ‘‘inanimate’’ serve a very useful descriptive purpose for all prac- 
tical purposes. That they cannot be taken to describe unalterably op- 
posed categories of phenomena, with all the prejudicial distinctions likely 
to arise from them, must be conceded in light of the discovery by Fried- 
rich Wöhler in 1828 that the ‘‘organic’’ urea could be produced syn- 
thetically in the laboratory; and of the recent achievement of Professor 
Wendell M. Stanley? in changing the tobacco mosaic virus to the ‘‘inani- 
mate" from the ‘‘animate’’ form and vice versa. The numerous ele- 
mentary isotopes recently discovered make necessary an elastic relativistic 
view of such an ‘‘exact’’ science even as chemistry. One may look for- 
ward confidently to a further breaking down of the conceptual barriers 
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of present-day categories of facts. This does not alter the fact that, as 
far as known, the heterogeneity of sets of natural phenomena must be 
admitted. 

The qualities and the working principle of each heterogeneous category 
can be summarized in certain ‘‘laws’’ forming the basis for the study 
and exploration of such phenomena. 

2. Among the various disciplines there can be shown to exist a cer- 
tain hierarchial relation, the active principle of which is that the facts 
of the lower or simpler categories are pertinent to, but not explanatory 
for, those of the higher or more complex categories. Otherwise stated, 
the whole is greater than the sum of its parts. For example, the facts 
of chemistry and physics are pertinent to biology, but with perhaps rare 
exceptions offer inadequate explanation for biological phenomena. The 
gap is filled only through a new sort of explanation, 

Conversely, the essential principles peculiar to the higher or more com- 
plex categories have no meaning for the lower or more simple. Failure 
to observe faithfully the strictures imposed by these principles leads to 
the loose analogical thinking which dulls inquiry by its false appearance 
of explaining. Such absurdities as the “cellular soul" and reduction of 
human behavior to acid-base equilibrium are some natural consequences 
of such loose thinking. 

Adolf Meyer sorts out the facts of science as shown in Fig. 1. 

Physies is concerned with mass (extension) and motion; chemistry with 
the properties of qualitatively discrete substances and the laws of their 
interaction. Beyond the physical and chemical data looms the biological, 
in which individuation first appears, in the sense of formation of indi- 
viduals, including the chemical and physical data, but with important 
new properties, turning on growth, development, metabolism, and repro- 
duction. Within the biological field are the subdivisions of (a) botany, 
in which the differentiating facts are concerned with osmosis, and a fixed 
position relative to the environment (except in the wide but chance 
distribution of the germinal stages); and of (b) zoology, distinguished 
by motility, sensibility, and their organization into reflexes, simple de- 
layed or conditional reflexes (commonly called *'learning"), and in- 
creased adaptability to environmental conditions. Man emerges as à 
special and a higher biologieal product, ineluding within him all the data 
of physies and chemistry and zoology, but distinguished by the greater 
development of delayed reflexes as adaptive reactions, by the vast devel- 
opment and use of symbols, especially those of language, and by the 
hanging together of all these sensory, motor, and associative performances 
in a special manner called ** conseious. ^ 
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In such a system the old contrast of mental and physical with its prej- 
udicial barriers and insolubilia is replaced by consideration of degrees 
or levels of integration: Are the facts understood as nonmental, that is, 
as the qualities and activities of essentially detachable parts, organs, or 
systems (as treated in anatomy and physiology), or are they only intelli- 
gible in terms of mentally integrated performances—of a sort indissolubly 
a function, overt or implicit, of the total organism and having meaning 
as adaptive reactions in a total situation? 


With Symbolization 
and More or Less Consciousness 


Segregation of Stimulus and Response 
Ns | 

Vegetative Branch Zcological Branch 
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Mass and Motion Specific Unit Formation 
Fig. 1. 


Psychobiology then is the study of those functions distinctively human, 
the things man is best known for, the mentally integrated performances. 
The study demands knowledge of the physical sciences and of anatomy 
and physiology, but these in no wise explain the phenomena under ob- 
servation. Their explanation must be in terms appropriate to the com- 
plexity of their level of integration: biological, but of a type operating 
with more or less consciousness, a hanging together in a flow with 
symbolization. 
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A further inquiry has to do with the effects on total behavior of varia- 
tions, spontaneous or experimentally induced, in the nonmental part- 
functions, and of the personal participation in mentally integrated per- 
formance. This constitutes a restatement of the unnecessary enigma of 
mind-body which has caused so much trouble for centuries, and whose 
earlier solution ended in dualism, psychophysical parallelism, absolute 
materialism or absolute idealism, all of which led to more polemical and 
prejudiced effort than constructive and cooperative interest in finding 
the common ground and the allocation of legitimate fields of work. 

The mentally integrated activities all have in common their essential 
quality of meaning, or sense and direction, which becomes clear when 
viewed in the light of the personal biographical record. Sensory stimu- 
lation may lead to reflex (nonmental) motor reactions, or they may, 
through experience, ie. through temporal association including memory 
and anticipation, acquire symbolic meaning value and so play a part in 
complex mentally integrated functioning, in which the simple reflex re- 
sponse plays a subordinate role or may drop out entirely. The develop- 
ment of the mentally integrative functioning is not a matter of chance. 
It results in a more or less understandable way from the following factors: 

(a) The innate equipment, (b) the capacity for growth and organization, 
and (е) the modifying influences of immediate and more remote environ- 
ment on: 

1, The sensory-motor equipment. 

2. The instincts. 

3. The emotions. 

4. The conative tendencies. 

5. The cognitive and associational assets, of memory, anticipation, dis- 


crimination, attention, ete. 
Together they constitute the person-funetion or psychobiology—men- 


tally integrated funetion in the service of life, or ‘‘ergasia’’ (A. Meyer) 
—mentally integrated person-function or behavior, implicit and overt. 

All such function is organismal and in that sense ‘‘physical,”’ but defi- 
nitely more or less meaningfully connected, more or less conscious, i.e., 
integrated with the help of what the individual experiences with the 
help of symbolization, with mentation rather than any statie ‘‘mind.’’ 


DIFFICULTIES ENCOUNTERED IN THE TEACHING OF 
PSYCHOBIOLOGY 


The student is apt to say, ‘‘ What difference does it make what philo- 
sophical view is held? How сап that affect scientifie pursuit?" 

It may be stated at the outset that the philosophies of science have 
resulted not from armehair speculation but from a practical demand for 
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consistency and orderliness among the known facts. They result from 
the same processes by which the simplest and most isolated scientific 
observation is made available for further use: dependable specification 
of the facts, dependable methods, concepts, terms, and formulation. 

The conspiracy of silence which has confronted psychobiology in the 
end probably resulted from three sources: 

1. Overevaluation of the **personal," an extension of the doctrine that 
a man’s home is his castle. Personal liberty has been so dearly won, and 
even today has been shown to be so fragile, that invasion of it is under- 
standably resented. On the other hand, it would appear axiomatic that 
personal liberty flourishes best not in a state of mutual isolation and 
ignorance, but through understanding of human needs. The only way 
to know this is to be willing to share experience in a scientific quest. 

2. Theological doctrine in the past has insisted on man’s being sub- 
jected to a study wholly different from that accorded other natural 
phenomena. The apparently unbridgeable gap became filled by a corner- 
stone of dogma, quite unnecessary to that bolstering and development 
of the personal and social welfare, theology’s proper ends. 

3. Science itself has been slow in demanding that man be a proper 
object of its scrutiny. Even when psychology finally withdrew from 
philosophy and established itself as an independent discipline, there was 
a careful side-stepping of the main principles which should have guided 
such a study in favor of intensive research into special restricted items 
of human activity. 

One of the great obstacles to active interest among students in the 
study of psychobiology is the discovery that the subject matter is largely 
within themselves. This is novel and disconcerting. When the object 
of study is external, little regard need be paid to subjective attitudes, 
objectivity is more easily held (sometimes illusory!) and results can be 
estimated in ‘‘grades,’’ with some relation to the competitive character 
of the pursuit. Not so in psychobiology. When spoon feeding as so 
often practiced in preparatory schools is suddenly replaced by self- 
searching and a demand for independent thinking, the change is apt to 
be difficult. Active or passive resistance to the work then exerts itself 
with all the well-known rationalizations: ‘‘The material is not well pre- 
sented, not lucid; the instruction is dull; the basie sciences anatomy, 
chemistry, physiology, demand all the time." It is a rare student who 
openly sees and is able to talk about his difficulties with the study in 
terms of the status praesens of his own philosophy, because only the 
rare student has taken stock of his own philosophy and feels under 
obligation to know it. 
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The material of psychobiology—the personal data—is apt to appear 
prosaic and the effort to organize the data to be met with the attitude 
of indifference expressed by, ‘‘Everyone knows that’’; yet the humdrum 
and prosaie are so only in their universality, requiring little scrutiny 
beyond the merest glance to be proved relatively unknown and unex- 
plained. Efforts to inject showmanship into the study by undue em- 
phasis on the unusual, as hypnosis, yoga, psyehoanalytie metapsychology, 
or choice bits from psychopathology, are quite unnecessary and to be 
diligently avoided. 

Granted that some philosophy of science is useful, what practical dif- 
ferences does it make whether that philosophy be the modern repre- 
sentative of the Aristotelian or of the Cartesian system? 

Let us look at the position of the physician who holds to the Cartesian 
view. While asserting that those things distinctively human cannot be 
a subject for scientific inquiry, does he actually in practice ignore those 
things? Most assuredly not. He will admit that medical practice is part 
science, part ''art," and, depending on his own personality make-up, 
he will be proud of his art or apologetic for its necessity. What goes 
by the name ‘‘art’’ is nothing but the intuitive recognition and use of 
those personal factors in oneself and others which a more rational view 
openly studies, organizes, and trains. 

Dualism makes for a lack of frankness between physician and patient, 
for a need to soft-pedal any mention of ‘‘mental,’’ for the introduetion 
to the patient of the psychiatrist as a ‘‘neurologist,’’ for a host of face- 
saving neurologizing and physiologizing explanations of human behavior, 
and for research programs whose aim is to put psyehology on its feet 
by application of the ‘‘fundamental’’ sciences and thereby rob it of its 
only reason for existence. 

Psychophysical parallelism is in no better position to offer satisfactory 
solutions to the material. Very soon devious explanation begins to run 
eounter to universal eommon sense. And both absolute idealism and 
absolute materialism fail at the outset. 

Let this be elear: The only study of man whieh offers unlimited op- 
portunity is that which sees man in the general framework of biography 
with its biology and general science, which sees discrete units, wholes, 
and parts bound by the laws of integration. 


FUNDAMENTAL CONCEPTIONS OF PSYCHOBIOLOGY 


Such a view starting frankly with a biography acknowledges the age- 
old precept of the medical profession that our responsibility is to persons 
as well as to diseases; that the person is not merely the sum of the 
anatomical and physiological data of the component organs and systems, 
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but is an integrate, not fully understandable or predictable from the 
anatomical and physiological data of the parts as such. It is the “he” 
or she," living and in action, doing, feeling, thinking, rememberiu::, 
anticipating—in short, creating a life record or biography. For man» 
faets important for the understanding of a patient, we must look into 
his biographie record as a unitary individual, as an essential addition 
to the medical history of his cardiovascular, gastrointestinal, nervous, 
and other component systems. 

This unitary activity of the individual, or ‘‘behavior,”’ constitutes the 
material of psychobiology or ergasiology (from the Greek ‘‘ergasia”’ 
for ‘‘work, labor,’’ introduced by Adolf Meyer because ‘‘behavior’” has 
no plural or satisfactory adjective and is apt to exclude the mentation 
or subjective symbolization). It includes (1) overt behavior—the effe 
tive performanees, as openly observable and intelligible as a talkin: 
pieture is—and (2) implieit behavior—the more specifieally mental func 
tions of sensations, perceptions, memories, fancies, etc., not as direct!) 
visible but open to inquiry and test. In practice overt and implicit be 
havior cannot be profitably separated. It is well to look upon ove: 
behavior as full-fledged performance, and implicit function as forerunne 
activity. 

The anatomical and physiological basis for this unitary behavior has 
the brain as its principal integrating organ; without the forebrain hemi 
spheres there can be only limited, if any, activity of this character 
Nevertheless, behavior cannot be adequately described in neurological 
terms, as reflexes, synergias, tonus, ete., but only by what and how the 
person acts, feels, thinks, fancies, remembers, anticipates, and best ren- 
dered in critical common-sense statements. 

Theoretically the personality functions of the individual and group 
operate with meaning functions in varying degrees of consciousness ог 
awareness. When physiological processes become long-eireuited by means 
of delayed reflexes through the wealth of experience and associative 
material of the individual, they become amalgamated or brought into 
solution as a flow of personality funetions with their sensations, percep- 
tions, and memories. This transformation operates through the help of 
overt and economizing symbolization—attitudes, gestures, and expressions 
or thoughts bringing **meaning"' or "sense" among the physiological 
processes. For example, weeping involves specific physiological activity 
of glands and muscles. When this specific physiological activity becomes 
long-cireuited through the associative material and life experience of the 
individual, it emerges with sensations, perceptions, memories, antieipa- 
tions, Lie, with meanings and differentiations, eapable of influencing 
others and being observed and understood. Psychobiological functions 
therefore are not merely * mental" in the older sense of the data of 
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introspection, but mentally integrated performances (or ergasias) of the 
individual, open to observation and interpretation, and playing their role 
in a sense of balance, disturbance and unrest, or solution and ease. 

Psychobiological functions deal with a number of items: (1) native 
assets, in (a) instinctual drives or performances, (b) the fundamental 
organismal rhythms of waking and sleeping, and variations in fitness 
and efficiency, and (c) intellectual differentiations or endowment; (2) 
acquired skills; (3) basic mood and its variations; (4) habits; (5) mem- 
ories; (6) ambitions and vision of opportunities and antieipations; (7) 
imagination and fancy; and (8) reasoning, These are variously organ- 
ized into an individual constitution, or organization of basic tendencies. 
The more or less stable and dependable constitutional structure is modi- 
fied through growth and by the more plastic situational, life experience 
factors. In such a way the individual’s life record unfolds. It may be 
sampled at any time for purposes of cross-section examination, giving 
a momentary symptomatological picture, completely understandable only 
in connection with the dynamics of the time-bound longitudinal view. 

Since the psyehobiologieal data have a basically history-making impor- 
tance, it is no wonder that their study and understanding have long been the 
exclusive province of the litterateur, spiritual guide, philosopher, sociolo- 
gist, and educator. Traditional interest has been confined more to an 
abstract detachable “mind” or soul" and little concerned with the 
organismal nature of that with which medicine has always worked. Med- 
ieal men, dealing with both personality functions and the workings of 
organ systems, have a unique opportunity to observe human behavior, 
living out the events of a biography with their personal and social impli- 
cations. When this biography is attended with a degree of orderly 
operation and satisfaction from life, it is called **normal." The con- 
ception of the normal comes from the knowledge of the self and the 
common-sense observation of others, and of hereditary and racial influ- 
ences, social conditions, the variations of age from the developing infant 
to the declining aged—not merely by introspection, but always with a 
clear sense of objectivity. 


AIMS OF PSYCHOBIOLOGY 


Psychobiology aims to acquaint the student with: (1) The sense of the 
importance of the meanings in activity, unfolding as a personal biography. 
a purpose not unlike that of the historian and dramatist. (2) Personality 
organization at any given moment in cross section, the ‘‘subject organiza- 
tion." (3) The range and variation of the normal. 
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The personal record of the subject is divided into the significant age 
periods for special study: Infancy, childhood, adolescence, maturity, in- 
volution. Some items of interest are: 

Infancy (speechlessness)—up to the second year: 

1. Details of maternal health during gestation, and birth data—dura- 
tion, anesthesia, breathing, crying. 

2. The physical status, with the health record. 

3. Feeding, sleeping, bowel control—ease of establishment of habits. 

4. The motility, for coordination, handedness, and skill. 

5. Beginnings of language formation and conversation. 

6. Emotional pattern: submissiveness, aggressiveness, dependence, 
“spoiled-child’’ tendencies, curiosity, detachment. 

7. Personal interrelationships: playful cooperation; position in family, 
treatment by and of siblings; preference for parent; affectional security. 

8. Beginnings of visuomotor symbolizations and the utilization of space. 

9. Sex data: spontaneous erections, their setting and apparent emo- 
tional factors related with. Curiosity—self-examination. 

10. Concept formation and ingenuity in solving problems. 

Childhood—2 years to puberty (10-15) : 

1. Development of language and motor skills. 

2. Growth of social relations and adaptability. 

3. Range and use of interests. 

4. The school data. 

5. The basie emotional pattern. Conflict between the need for self-ex- 
pression and group acceptance. 

6. The family setting—attitude to siblings and to parents. Preference, 
rivalry, idealization. Responsibility to the group. 

7. The sex data—curiosity, how satisfied. 

8. Concept of the body configuration and of the ego. 

Adolescence—the period of sexual maturation, period of rapid growth: 

1. The sexual data—puppy love, awakening of the tender emotions, 
Menstruation and emissions—the preparedness for and reaction to. Be- 
ginning of growth of concept of family formation in a personal sense. 
Secondary sexual characteristics. 

2. Social development: degree of active or passive participation. 
Need for feeling of self-control—emancipation problems. 

Personal attitude to religious considerations. 
Ambitions. 
Development of concept formation in direction of the more abstract, 

7. The problem of surmounting apparently insurmountable contradic- 
tions such as selfishness and altruism, interest and boredom. 
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Maturity—trom adolescence to the involution: 


1. Fusion of the conative, cognitive, emotional and sexual assets into 
stable and consistent drives for the personal and social good, exhibiting 
residues of earlier training at the hands of family and teachers, but also 
independent conclusions. 

2. Relatively predictable behavior, subject to environmental stress, and 
to endogenous (constitutional and hereditary) liabilities, with a prevail- 
ing sense for responsibility of the performance. 

3. Rather stable habits: eating, bowel control, sleep, work, play, use 
of leisure, and balance in required and spontaneous performance. 

4. Family formation. 

Involution—late and postelimaeterie maturity and senescence: 

1. Decreased work efficiency. 

2. Health troubles—frailty. 

3. Personality mellowing or change, conservatism, with less aggression, 
substitution of indecisive consideration of issues for prompt action thereon. 
Urge to security through conservation of the assets. 

4. Outeropping of undesirable emotional and other personality attitudes 
previously during mature life kept under control. 

5. Narrowing of field of interests, and laek of euriosity concerning 
new ones. 

6. Return to the past in reminiscence. 

7. Deeline in intelleetual assets. 

8. Emotional lability. 

9. Menopause and sexual (hormonal) deeline, even or uneven, with 
comparable or paradoxieal changes in psychosexual life, 

10. Reduced nutritional and sleep demands. 


COMPARISON WITH SOME OTHER METHODS OF 
PERSONALITY STUDY 


The personality study as deseribed rests on the broad principles of 
psychobiological integration and should give a factual account of con- 
erete performances. Starting with no axes to grind, and with a devotion 
to no special functions as the ““соге”” of personality, the study reveals 
the person in action and the reasons for the action, as far as the objective 
evidence will allow. The study method keeps clear from systems of 
thought the result of clinical experiences with abnormal states, without, 
however, side-stepping issues pertinent for general personality study 
raised by those experiences. It relies on the historical method in the 
same way the dramatist or biographer does. 

There are other methods of personality study, which may be used in 
conjunction with the study here outlined or independently. Since most 
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of them rest on and are derivations from clinical findings, the reader is 
referred elsewhere for their details. 

These methods are: 

1. Introspective psychology, which holds that man is known only by 
the ‘‘inner’’ experience. Extreme views see the inner experience as the 
only ‘‘reality.’’ 

2. Graphology—in which certain personality traits are said to be re- 
vealed in the handwriting. 

3. The form-color test of Rorschach—in which the subject’s ‘spontane- 
ous perception of, and associations to, a sequence of ten ink blots, as 
concern for wholes, or details, form, color, or movement, of common or 
unusual content, with a wealth or scarcity of answers have been cor- 
related empirically and logically with certain personality traits: the 
intelligence, the quality of the imagination, the mood, social adaptability, 
ete. (see 4 below). 

4. The extravert-introvert concepts, as developed by Jung, and the 
"eyelothymie-schizothymie? concepts of Kretsehmer, and the various 
standardized tests for their determination. 

Jung popularized a diehotomy of personality into those with interests 
direeted outward and those with the interests directed to the self, 

Kretsehmer approached the problem of the normal personality variants 
from his clinical observations of the relations between mental illness and 
body build. (See later chapters on psychiatrie diagnosis.) By extension 
of these findings to the normal he defined two opposite types of person- 
ality, the eyclothymie with the pyknie body build (short, heavy, round 
chested), and the schizothymie, with the asthenic body build (tall, thin. 
flat chested). 

The cyelothymie persons include the ‘‘talkative, cheerful; good hu- 
mored; quiet, moody ; complacent, pleasure-loving ; active, practical.” 

The schizothymic include the “dignified, sensitive; unworldly, ideal- 
istic; calm, masterful; egoists and dull.” 

There are some correlations to be made with Rorschach test results. 
The eyelothymies react more to color, give emotionally tinged content, 
with practical ordinary concrete details; the schizothymics are more in- 
fluenced by form, give unusual content with much movement, rich in im- 
agination and in abstraction, and are less concerned with practical details, 

5. The masculine-feminine dichotomy, and the determination of their 
personality traits by standardized tests. Terman and Miles have re- 
cently studied masculinity and femininity by means of a questionnaire, 
the answers to which were assumed to be related: to the basic issue of 
sexuality in its various expressions. The indecisive findings favor the 
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conclusion that the fundamental assumptions of masculinity and femi- 
ninity have little concreteness, or else the questions were poorly designed 
to elicit the data. 

6. The conscious-unconscious polarizations as developed by the Freud- 
ian psychoanalytic school. 

Psychoanalysis was developed by Freud and extended by his followers, 
at first as a technical method for treatment of certain sorts of mental 
disorders, but in later years it has offered a systematic account of per- 
sonality formation and structure. 

The basic concepts have to do with: 

(a) The ‘‘unconscious,’’ as the great reservoir of early established 
wishes, desires, drives of a sort not permitted expression by the personal 
and social ideal and forced from the conscious state into the unconscious 
by the aet of ‘‘repression.’’ Specifically, the incest wish declared to be 
present in all young children becomes so repressed. 

(b) The personality as formed by the balance between the two instincts 
—Eros, or the sexual, and the death instincts, representing essentially 
the life principle and the destructive tendencies, respectively. The fate 
of the sexual instinct or libido in its restricted meaning determines 
largely the quality of the personality structure and functioning, the 
principal types being dominantly in chronological order of appearance 
narcissistic, oral, anal, phallic, and genital in the development of the 
libido. Each stage of libidinous fixation determines a syndrome of per- 
sonality traits: narcissistic (after Narcissus, the self-admirer of Greek 
mythology), denoting the self-lover, the ingrowing, egocentric, intro- 
versive (Jung), with a preponderance of wishful fancy unchecked by 
reality ; oral, with the libidinous impulses centered on the lips and mouth, 
and with the presence of sucking, mouthing, chewing, etc., as evidences 
of the continuance of pleasure-giving propensities of the area; anal— 
interest in the rectum and anus, the excreta, with overcleanliness, 
meticulousness, obsessive trends, penuriousness, and a tendency to place 
blame elsewhere for personal failure; phallic, related to fixation on the 
aggressive organ and to homosexual tendencies; genital, the normal ma- 
ture adult with adequate intersexual capacity. 

In normal development each stage is a sequel to the preceding one, 
but residues of previous stages are to be found throughout later ones. 

(e) The facts of the unconscious—the repressed material, and espe- 
cially the data of infantile and childhood sexual levels of development 
—are brought to light only through the circumvention of the conscious 
waking self, which is continually on guard as the censor to prevent their 
emergence. This circumvention is accomplished by means of ‘‘free asso- 
ciation’? under the condition of ‘‘transference,’’ by the interpretation 
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of dreams in their latent content, by slips of the tongue, i.e., in all those 
aetivities in whieh eonseious awareness may be presumed to be lacking. 
Since the waking state is devoted to overcoming primitive impulses and 
desires, it follows that the uneonseious wishes are more or less the oppo- 
site of those actually consciously displayed, e.g., one loves because he 
desires to deny his real hates, or because the loved one resembles some- 
one for whom love is forbidden, ete. The conscious is represented as 
playing a very subordinate role in actual human performance, with the 
proper goal of life being the increase in this factor at the expense of 
the unconscious. 

The strong sense of motivation from universal childhood experience 
in all behavior is apparent from this. 

Freud sees the personality strueture as finally constituted divided into 
three provinees with unlike funetions: 

(1) The id, entirely uneonseious, harboring the erude instinets seek- 
ing expression. 

(2) The ego, split off from the id by contact with reality through 
the sensory-motor apparatus, whose funetion is to maintain harmony 
between the id and external reality. It is largely conscious. 

(3) The superego, largely eonseious, the repressing agency, whose 
function is to keep the id under cover. It arises as a residue of the 
Oedipus situation, when the ineest wish is repressed through the disap- 
roval of the parent of the same sex. The incorporation of the parental 
repressing tendency into the self (by '*introjeetion"") is the beginning 
of the superego. 

The ego is under obligation to the id to find suitable ways of expres- 
sion, to the reality of the external world, and to the superego as conscience 

T. The variants of the psychoanalytic school, the individual psyehology 
of Adler, stressing the roles of aggression and submission and of organ 
inferiority and its compensation in a will to power; and Jung's analyti- 
cal psychology, stressing the racial and cultural, as well as the personal, 
“unconscious. ’” 

Adler and Jung were early disciples of Freud, but broke with the mas- 
ter on the question of the all-importance of the sexual principle. Adler 
saw the practical issue of desire for power and reward as motivating all 
human performance, often enough in an attempt to overcome original 
constitutional inferiority. 

Jung became interested in the broad cultural and racial deep motiva- 
tions in addition to the more personal ones. The treatment of human 
motivations is at once more broadly based than Freud’s, but also some- 
what mystical. 
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Both Adler and Jung rely largely on the method of free association, 
dream analysis, etc., for the material of the personality structure and 
functioning. 

8. Behaviorism of Watson, in which human behavior is reduced to cer- 
tain primitive adaptive reactions and their elaboration through environ- 
mental influences in a thoroughgoing mechanistic fashion. 

Watson no doubt was influenced by distrust of the introspectionism 
of the time and attracted to the schematic simplifications of the Pavlovian 
school. As with the latter (see 9), the explanations of human behavior 
offered by this school are remarkable for their mechanistic conception, 
their ruthless simplicity and the illusion that new words offer a surer 
understanding than the simple facts in old garb. 

9. Conditioned reflexes of Pavlov, resting on animal experimentation, 
applied by analogy to the human and reducing behavior to the simple 
neurophysiologieal terms of ''exeitation" and ‘‘inhibition.’”’ 

10. Gestalt psychology, which recognizes the principle that the human 
performance cannot be explained adequately as the summation of the 
part performances, but that things occur in wholes or integrates. It has 
been applied most extensively to the field of sensory perception. It pro- 
ceeds to the effort of clarification of behavior by experiment with a 
reduction to quasi-mathematical rules, with ''tension,"" “fields,” ‘‘vee- 
tors," and has been less concerned with the historical data. 

Introspective psychology was obviously a one-sided performance, and 
eventually ran into the difficulty of explaining why the human perceives 
as he does, so paving the way for historically-minded and for ‘Gestalt 
psychologies. 

Gestalt psychology, conditioned reflexes, and behaviorism draw their 
strength largely from the appeal to the ‘“‘exact’’ methods of the labora- 
tory, and conditioned reflexes and behaviorism also from the analogy 
with neurophysiology with its relatively simple formulations. Developed 
as reactions to mystical elements in the older introspective psychology, 
which saw in the inner experience the only reality, these methods have 
added illuminating data concerning fragments of behavior, and the neuro- 
physiological participations. 

The various analytic methods are the outcome of the use of special 
methods, concepts, and attitudes, designed to record the doings of a 
hidden foree which makes man behave as he does. In Freud’s system is 
portrayed allegedly the activities of the sexual instinct and the personality 
devices to deal with it. The vitalism so conceived has resulted in an enor- 
mous amount of work, which, however, leaves the critical reader uncertain 
as to how much is naively factual, how much is the result of the methods, 
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and how much is interpretation elevated to the status of belief. These 
methods have certainly cast illumination on the less obvious features of 
personality, offering challenging interpretations, and in so doing have 
created new test situations themselves needing further clarification. 

The difficulty of all these methods in producing a rounded picture of 
the person in action derives from the following, singly or in combination: 

1. Blindness to the plain facts of integration in favor of the outmoded 
mind-body dualism, or of absolute materialism. 

‘2. The assumption of certain limited items as the “соге? of personality 
—e.g. the sexual instinct, simple reflexes, natural Gestalten, the modern 
equivalents of the mystical soul which these systems fought to dethrone. 

3. The reduction of human behavior to descriptive adjectives on the 
basis of laboratory tests, presuming to derive from the eross-section 
performanee a finality of deseription legitimately made only with due 
regard for the historical-longitudinal data. 

4. The errors inherent in any transfer of behavioristic data from labo- 
ratory animals to man. 

5. The false assumption that better understanding of behavior is achieved 
by giving to performance names likely to carry in the context meaning not 
inherent in the performance itself. The names used are largely analogues 
of terms used in the physical sciences or borrowings from mythology. 

6. Oversystematization of the material through exclusion of data not 
fitting into the scheme, with the appeal to half truth, and making belief 
in the system paramount. 

The leading features of unprejudicial genetie-dynamie psychobiology 
rest on: 

1. The partly historical, partly experiment-like formulation of the events 
and facts as found. 

2. The open operative type of definition. 

3. The reduction to a generally applicable concept of fact and the prin- 
ciple of concrete quasi-experimental inquiry. Conereteness versus mere 
analogy. 

4. The willingness to recognize patterns figuring as antieipation and 
purpose. 

5. Willingness to include standards of effort and responsibility. 

6. Avoidance of mere either-or dichotomy in favor of frank reciproe- 
ities and multiple interrelations and necessity of intelligent selection of 
leading items in a pluralism with consistency. 
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CHAPTER If 
STUDENT'S PERSONALITY STUDY 

For practical purposes the student is asked to make a study of a specific 
person, preferably himself, with the obligation to make the study as 
objective as possible by use of concrete performances to illustrate the 
points covered. Further, in order to stress the objective character of 
the observation and to give training in observation in, and understand- 
ing of, the range and variation of the normal, the student is asked to 
give a characterization of the three most dissimilar students. 


INTRODUCTORY STATEMENTS 


I. The study begins with an autobiography, allowing the student com- 
pletely free choice of the items considered significant for the development 
of his life to the point of his choice of a medical career. It should include 
a concise statement of the determining influences of family, culture, train- 
ing, temperament, goals, assets, and liabilities. These data can be pre- 
sented in addition graphically on a life chart which will show immedi- 
ately the temporal order and coincidences (Fig. 2). 

II. Preliminary orientation to the material of the course is attained 
through a statement of the status praesens of the personal philosophy, 
the conception of mind and body, the preliminary psychology work, In 
order to bring this to graphic illustration, the student is asked to dis- 
cuss the hypothetical questions: ‘‘Assume that it would be possible to 
copy in all detail a living cat (something in reality only possible through 
growth and development). Would the cat be alive? Would it have 
experience?" The answers should illuminate the implications of the 
concept of integration. 

Further illustration is afforded by asking for a frank discussion of the 
personal attitude to the objectives and methods of the course. 


THE MATERIAL AND METHODS OF PSYCHOBIOLOGY 


I. A general survey, such as might be desired for advising a friend 
on a question of health, happiness, and efficiency, or when selecting a 
partner, 

a. An inventory of attention and the time given to jobs and respon- 
sibilities and to recreations, and the range of social activities with family 
and friends. 
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b. Interests, strivings and ambitions; aversions and idiosyncrasies. 
Favorite authors or books; determining influences in teachers, or others. 
с. Temperament—specify in performance rather than mere adjectives. 

d. Ratio of overt activity with planning to implicit (perceptual sen- 
sory gratifications, memories, daydreaming). 

e. Wherein is to be found the maximal composure? 

f. How are the items of mood, performance, capacity, opportunity, 
ambition related in the production of satisfaction now, and in the vision 
of future attainment and appreciation by others? (Satisfaction formula.) 

g. In the light of the general survey, what items loom as important 
for additional inquiry? Which items appear most important in the sizing 
up? How can the items be further clarified? How does the study of 
these items differ from the study of anatomy and physiology? 

II. Detailed study of the psychobiological assets, Every item of hu- 
man behavior shows two different sorts of features: (A) the topical, 
related to sensorimotor integrations, and furnishing the nodal points 
about which the behavior crystallizes; and (B) the nontopical, diffusely 
regulative, related to unstriped muscle, and sympathetic-hormonal in- 
tegrations, constituting the emotional reactions, Sometimes these re- 
actions are seen in practically pure culture, but more often they both 
blend in different proportions varying with many circumstances to pro- 
duce the final behavior. 


' 


А. THE TOPICAL PROCESSES 


Under this heading are to be studied (a) the action tendencies and 
conative processes, (b) the cognitive processes, and (с) special tools: 
the gnosis, praxis, and the language functions. 


A, Action Tendencies and Conative Processes (From Latin, 
conari—to Attempt) 


Outline the essential and insistent drives and indicate how they come 
to overt expression. What evidence is there for drives of unexplained 
origin and purpose? How consistent or paradoxical? What are the am- 
bitions and goals? How were they determined? How adequate do they 
appear? What opportunity do they offer for growth (elastic or rigid)? 
Are they commensurate with your training, opportunity, and the sacri- 
fices of others to give them to you? 

What are the habits and cravings as regards alcohol, tobacco, coffee 
and tea, other drugs? For what purpose used? What control over (by 
actual demonstration)? 
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What can be said for the ‘‘will power”? What degree of aggressive- 
ness or submissiveness? And under what circumstances are they dis- 
played? What is the degree of curiosity, need for action, initiative, 
originality? Does activity create a demand for repose, or does it stimu- 
late to more activity—within what limits? 

What aversions? 

What instincts do you recognize? (The sexual instinct to be studied 
separately.) 

What is the róle of conscience, personal and social, in determining 
behavior, and what is the attitude to responsibility? What are the 
origins of your own conscience in regard to some specific items? What 
is your working concept of freedom, of discipline? Can they be mutually 
compatible? What is the attitude to reward and to punishment as deter- 
miners of behavior? What is meant by self-control, and what were the 
stages in the achievement of it in your own development? How does 
this compare with your reaction to authority? (See also a later chapter 
on familial and social influences.) 

The survey constituting the student’s ‘‘field work’’ can be duplicated 
from more rigidly observed material, which has no particular virtue 
beyond the fact that it shares to some extent the accuracy of observation 
of all real science, with controlled conditions and accuracy and objectivity 
of record. 


MATERIAL AND METHODS OF THE COURSE 
Definition of the Material and of the ‘‘Normal’’ 


To attempt to define ordinary ''normal" activity of any sort leads 
immediately to pitfalls. If the term is used in a qualitative sense, the 
difficulty of selecting standards is raised. The one commonly thought 
of in this connection is the ‘‘ideal.’’ But most people do not conform 
in some respects to the ideal. If the quantitative sense is applied as the 
average, then many things certainly average but Шешу; the product of 
poor hygiene must be accepted as normal. 

The best definition is one based on the practical issues of harmony and 
ease. Normal behavior is that sort which shows intrinsic harmony in its 
structure and functioning and leads to ease (lack of complaint) in the 
self and the environment. 

It is with this conception in mind that the following material on the 
various aspects of behavior is presented. The reader is warned against 
setting up immediately rigid standards of behavior. The sense for the 
normal—as well as for the abnormal—is itself a developmental product, 
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and all the present treatment of the subject can hope to do is to systema- 
tize the naive sense for these issues inherent in everyone and stimulate 
to further study and observation. 

It is manifestly impossible in the state of our knowledge to present the 
person in aetion in its entirety. Furthermore this would soon become a 
monotonous and boring task. The problem here, as in subsequent elini- 
eal work, is to select items or samples of performanees which will illumi- 
nate some major interests in the study of the human being. 

The items eovered in the material to follow have been culled from a 
wealth of data as being most pointedly useful in giving a sense of the 
person in aetion, and especially in offering some basis for comparison 
with the elinieal material to follow. Some representative references are 
also included. 

Many readers may be unfavorably impressed by the relative lack of 
statistically treated. material. For those students who have entered 
training in medicine with backgrounds in the exaet scienees, as chemistry 
and physies, the absence of the quantitative element will be especially 
trying. The defense is honest: as yet, the material of human behavior 
is little adapted to statistical treatment. Where such methods seem to 
apply, the facts are given. But in this field a ‘‘fact is anything whose 
presence or absence makes a difference and may become a factor” 
(Meyer), whether or not open to quantitation! This is why the study 
frankly begins with those faets wherever found in a state of reasonable 
definition and general accessibility. 


A. THE TOPICAL PROCESSES AND ASSETS—SOME SPECIAL 
ITEMS 


A. Action Tendencies, and Conative Processes and Performances 


1. Essential Bodily Activity Rhythms.—The individual human varia- 
tion in amount of daily activity and apparent energy is great. Every- 
one knows the man who works hard from early morning to late at night 
and seems not to tire, even to thrive on it, and the man who seems never 
to have any margin of energy left after an ordinary day's work. 


Richter! has effectively called attention to the problem of innate ac- 
tivity capacity as seen in experimental animals. Working in the Psycho- 
biological Laboratory of the Henry Phipps Psychiatric Clinic, he has 
studied extensively the spontaneous gross motor activity of rats by the 
use of revolving drums. These studies have shown the presence of 
rhythmie fluctuations in the running activity. Healthy female rats show 
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a four-day cycle, ie, at the peaks occurring four days apart the rats 
may run as much as ten miles daily and perhaps only half a mile daily 
between the peaks. The peak coincides with ovulation (Fig. 3). 


“| 
Normal {female 


2 


Revolutions of drum 
a Bas 
E 35S 


V 


Age in days 
59 7 ] 


Fig. 3.—A graph of the running activity of a normal female, showing rapid increase to 
a plateau during first two weeks after being placed in running cage. The record also 
shows very clearly the four-flve day rhythm in activity. The activity, measured by the 
revolving drum, is indicated on the ordinates; the duration of the experiment, on the 


abscissae. 
Richter, C. P.: Biological Foundation of Personality Differences, Am. J. Orthopsy- 


chiatry $7 846, 1932 

The variation in activity is clearly related to certain endocrine glands, 
since their surgical removal abolishes completely the normal record, 
with great reduction of total activity and change in the rhythmic curve 
in the direction of greater separation of the peaks. The glands which 
affect activity in the order of their decreasing importance for the effect 
are the hypophysis, the adrenal, the gonads, and the thyroid (Figs. 4, 
5, and 6). 

The pineal gland, the thymus, the spleen, the posterior lobe of the 
pituitary gland, the seminal vesicle, the uterus, and the ceryix may be 
removed without effect on gross motor activity. 
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Fig. 4.—А. Graph showing the effect produced in running activity by hypophysectomy. 
B. Graph showing the effect produced in running activity by adrenalectomy. 

SE P.: Biological Foundation of Personality Differences, Am. J. Orthopsychiatry 
2: 347, y 
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Fig. 5.—A. Graph showing the effect produced in running activity by gonadectomy. В. 
Graph showing the effect produced in running activity by thyroidectomy. 
Richter, C. P.: Biological Foundation of Personality Differences, Am. J, Orthopsychiatry 


2: 348, 1932. 
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Sections of the pituitary stalk and thyroidectomy, partial or complete, 
eause remarkable changes also in appetite for food and water. (See 
later section on appetite.) 
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Fig. 6.—А. Graph showing rhythm of activity in а 12-16 day cycle produced by pituitary 
injury. B. Graph showing rhythm of activity in a 25-35 day cycle produced by thyroidec- 
tomy. С. Graph showing rhythm of LARA in a 90-100 day cycle produced by total 
removal of one ovary, and partial removal of the other, leaving only a very small 


remnant. 
Richter, C. P.: Biological Foundation of Personality Differences, Am. J. Orthopsychiatry 


2: 349, 1932. 


Furthermore, specific replacement therapy is successful in re-establish- 
ing the normal activity curve in thyroidectomized and castrated animals. 
The treatment is not successful in animals deprived of the pituitary. 
At the date of publication adrenal replacement treatment had not been 
attempted (Fig. 7). 

Interestingly enough, unusual activity was never produced by treat- 
ment or by operation. (Hausmann’s kola experiment—see the section 


on appetite.) 
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Richter offers his observations in rats for what they may be found to 
be worth in the study of the human being. He concludes that activity 
is a neglected aspect of the human being (and of the animal before his 
experiments), and that in the human being the activity is the resultant 
of three factors: first, ‘‘the situation, available outlets, opportunities, 
urges, etc. ; second, the internal drive or push to activity ; and third, the 
organization of the individual, his habits, integration of interests, abili- 
ties, ete.” His method and results should stimulate greater interest in 
the study of innate rhythms of activity in the human. 


Bera A B d 


ідесТогоікеа Castrated mal . Spaued female 
x7 | Gh asariar transplant] waith f anela injections 
feeding | 
Te | 
| 


Meid КЫТ o 
roi i 4 
any implantation ae? injections 
Fig. 7.—A. Graph showing increase in activity of the sluggish thyroidectomized rat by 
feeding very small quantities of desiccated thyroid gland. B. Graph showing increase 
produced in activity of a very inactive castrated male by implantation of ovaries. О, 
Graph showing increase in activity in spayed female, produced by daily injection of 


follicular fluid. It will be noted that after the injections were stopped, the animal became 
inactive again. 


2 Ho P.: Biological Foundation of Personality Differences, Am. J. Orthopsychiatry 
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Gantt* has observed three-day cyclic peaks of gross motor activity in 
dogs. He noted also that the activity cycles were in no wise correlated 
with the performanee results in the conditioned response experimental 
situation. So far sueh observations on the human are to be found mostly 
in the records of psychiatrie elinies and will be referred to in later chap- 
ters dealing with psychiatrie syndromes. (Part IT.) 

Repetitive activity as seen in the general motility of infants and children 
and in their efforts at speech, their insistence on stories being told al- 


*Gantt, W. H.: Unpublished data from the Pavlovian Laboratory, the Henry Phipps 
Psychiatric Clinic, and Department of Psychiatry, the Johns Hopkins Medical School. 
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ways the same way, all are evidence of the strong hold rhythmic per- 
formance has on the child. Later in childhood, counting, skipping cracks 
in the sidewalks, and other like repetitive activities are very general. 
There is no doubt that such repetition eases some inner tension and 
brings a satisfaction at times not easily denied. 

2, Instincts.— These much debated action tendencies may be defined as 
inherent and preformed adaptive responses of the organism serving 
purposive action of a complex sort. They are to be distinguished from 
simple reflexes and from habits, although the latter differentiation is 
not easily made in many cases. 


The instinets appear to have their greatest development in the lower 
animals, where the essential aetivities seem to be inherently present and 
show little plastieity. In man rigid instinetive behavior is replaced 
largely by the more plastic behavior patterns guided by the cognitive 
processes, 

McDougall? made the instincts the bases of all human activity, per- 
sonal and social. He saw the following instinets in the human: 

1. Instinct of escape (self-preservation, of avoidance, 
danger instinet). 
Instinet of combat (aggression, pugnacity). 
Instinet of repulsion (repugnanee). 
Parental instinct (protective). 
Instinet of appeal. 
Instinct of pairing (mating, reproduction, sexual). 
Instinet of curiosity (inquiry, discovery, investigation). 


ю 


Instinct of submission (self-abasement). 
Instinct of assertion (self-display). 

Social or gregarious instinet. 

Instinct of food seeking (hunting). 
Instinet of acquisition (hoarding instinet). 
. Instinet of construction, 

. Instinet of laughter. 
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Watson, from his animal (and infant) experiments was more con- 
servative in the number of his listing. The following, modified by Adolf 
Meyer from Watson, is presented as suggestive material only, since more 
work on the individual instincts must be done in order to speak authori- 
tatively. The list aims to present the transformations from ‘‘instinet pat- 
terns” through the spontaneous and socially guided development into the 
performance in actual human life. 
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THE INTERPLAY OF ENDOWMENT AND EXPERIENCE 


I. Primitive and General Sensory-Motor Resources—the part which might almost be 
treated as a chapter of physiology—as transformed in individual growth and under 
the social influences into passive, impulsive and active uses in actual life: 


Primitwe Endowment 


1. The sensing mecha- 
nisms (the eyes and 
their movements, the 
smelling and snifüng, 
hearing and listening, 
ete. with dominance 
of the diseriminative- 
noetie feature. 

2. Mastieation and de- 
glutition apparatus. 
3. The eliminative mech- 

anisms. 

4, Prehensile organs. 


5. Locomotor apparatus. 

6. Articulation appara- 
tus. 
Topical and relational 
differentiations. 

7. Reactions based on 
visceral habits. 


The Actual Result 


Orientative activity and 
storage of associative expe- 
rience. Personal attitude, 
manner and tendency, or- 
derly or erratic, individual, 
or socially adapted. 


Feeding habits. 

Elimination habits. 

Activity and habit re- 
sources, 

Gait. 

Language. 

Logic of fact and thought. 


Emotional life. 


Social Influences 


Interests and customs of 
general attitude and Ъе- 
havior. Demands on atten- 
tion. 


Table and feeding manners. 
Decorum. 


Required skill in handling 
and shaping; in gait, danc- 
ing, ete. 

Speech and language train- 
ing. 

Range of philosophy, art 
and sciences. 

Emotional decorum. 


II. Preservation of Self and of Social Group: 


** Instinct’? 
According to Watson 


Feeding. 


Shelter, dress and home- 
making. 


Organization into the 
special job (creative, 
predatory or parasitic, 
ete.). 


Individual Habits 


Appetites and idiosynera- 
sies—teamwork of organs— 
its dovetailing with the or- 
ganic needs, and the avail- 
able material and social op- 
portunities (impulsiveness, 
cravings, foresight). 

The extent of adaptability 
or individuality or sociabil- 
ity and training in the shap- 
ing of an existence, 
Extent of individual choice 
and determination of the 
job as an expression of the 
personal endowment and in- 
stincts, Versatility, En- 
durance and efficiency. 


Social Settings 


Various types of tribal and 
social opportunities (famil- 
ial or extrafamilial). Food 
habits and customs. 


Traditional costumes, fash- 
ions, and homing customs, 
with home, boardinghouse, 
club, or roaming existence. 
Opportunities offered by tho 
environment—socially or in- 
dividually determined jobs. 
Custom of systematic train- 
ing vs. drifting. 


Play. 


Rest and sleep. 


The sex organization and 
sex activities. 


Amount and type of active 
play vs. mere dreaming (so- 
cial or individual). 

Best amount and type and 
time. 


IV. Sex Problems: 


The infantile equivalents 
and part activations. The 
fumbling period. The 
imaginative fumbling. Ad- 
olescent and maturation 
problems. The resources of 
regulation. Social relations. 
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III. Play, Rest and Sleep Cycles: 


Amount and type of social 
and recreative resources of 
a community. 

Social modifications of mere 
day and night adaptation. 
Protection against exploita- 
tion. 


Social customs of the tribe 
—in the sex habits as such, 
in art and fiction; utili- 
tarian and ethical adapta- 
tions. 


V. Gregarious and Social ‘‘Instincts’’: 


The asexual interdepend- 
ence, attachment, and 
aversions. 


The tendencies favoring ex- 
troversion vs. introversion. 
The proper balance between 
individualism and the group 


Freedom or tyranny of eus- 
toms and individuals. Po- 
litical and civie organiza- 
tion. 


spirit. Democracy and soli- 
darity. 


VI. Defense and Attack or Submission Reactions: 


Self-protection—defense, Extent of anger, fear and The code of personal rights 
attack, submission, kindred reactions, and their to defense and to expression 
proper regulation. of emotion. 


VII. Vocalization, Language, Thought or Secondary Symbolization: 


Imitation; intereommu- Evolution and systematiza- Literature, art, philosophy 
nication. tion of the associative as- and religion and science of 
sets and symbolizations, the group. 


VIII. Individual Idiosynerasies and Peculiarities. 


Aggression and Submission.—It is striking to observe within the same 
family from the early weeks of infancy differences in the degree of self- 
expression, or aggression and submission tendencies. There are the infants 
who appear to put to overt use in the motility all the sensory intake; while 
others seem to be absorbed in the perceptual process, with little motor 
expression. Aggression is likely to be correlated with well-organized mo- 
tility, frank display of curiosity and annoyance when curbed; submission 
with poor motility, precocious interpersonal emotional relations, exagger- 
ated sensory perceptive activities. John G. Lynn and Doris R. Lynn* have 
recently pointed out that the aggressive independent person is apt to show 
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homolateral dominance in face and hand motility; whereas the submissive 
dependent person is likely to show contralateral face and hand dominance. 

3. Habits.—These are learned adaptive performances which through 
repetition become automatic, ie., removed from the necessity of volun- 
tary control. They constitute the most important single group for prac- 
tical work. Habits are more easily formed in young children than in 
older persons, but also are less stable when formed, and more easily 
changed. This same state of affairs is seen also in the Pavlovian con- 
ditioning in dogs; the young dogs establish conditioned responses more 
easily than the older dogs, but these responses are less stable than those 
in the older dogs. Surprising differences are apparent among individ- 
uals in the ease of habit formation and change. 

Bowel control offers an example of the individual variation. It has 
been known to have been established virtually at the child’s demand, 
but perhaps more often only through careful habit training by the nurse. 

The “‘habits’’ generally are taken to refer to the essential physiological 
processes of eating, sleeping, bowel control. It must not be overlooked 
that habit formation as a process applies to every item of human be- 
havior. For example, habits of thinking, imagining, and feeling result 
just as surely from repetitive activity and, as with the essential habits, 
become more or less automatic, and less and less amenable to voluntary 
control and change. 

4. Appetites and Feeding Habits.—There is considerable evidence that 
with adequate diet appetite for food is determined by (1) eating, (2) 
appearance, odor, and taste of the food as prepared and served, (3) ac- 
cessory factors of a personal or social sort—biases, standards of the en- 
vironment, esthetic demands, ete. 

Eating may be said to promote appetite. At least, fasting within four 
or five days is accompanied by loss of appetite and hunger. Lyman* 
reports that in the south of China treatment of beriberi is hindered by 
the lack of appetite for food, eating of which is the only practicable way 
to cure the disease. It is well known that, when hunger appears, the 
omission of eating very soon leads to a cessation of the hunger symptoms. 

Personal idiosyncrasies play a large rôle in eating habits. The com- 
mon lack of appetite for breakfast, often observed in women, cannot be 
attributed exclusively to cosmetic considerations. Perhaps slowness in 
gaining the complete waking state as in B type sleepers (see later) may 
be responsible in some eases. 

It is safe to leave the question of what and how much to eat to the 
natural appetites provided only that the appetites have not themselves 
been undermined by chronic undereating and poor habit formation. 


*Personal communication from R. S. Lyman, formerly professor of neuropsychiatry, 
Peiping Union Medical College; professor of psychiatry, Duke University Medical 
School. 
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Emotional states, acute or chronie, affect appetite very strongly. 
Hostesses have noted that alcohol before and with the meal aets to in- 
erease the appetite through the change produced in the emotional state, 
with the release of inhibitions and tension, and the produetion of a more 
earefree attitude. 

Riehter, investigating this problem experimentally in rats, showed 
that section of the stalk of the hypophysis and partial or total thyroid- 
ectomy produced profound changes in the appetite in rats. For example, 
in a thyroidectomized animal alternate periods of starvation and normal 
food intake resulted; with pituitary stalk transsection regular cyclic 
water and food intake resulted (Fig. 8). 
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Fig. 8.—4. Graph showing effect produced on food and water intake by thyroidectomy. 
B. Graph showing effect produced on food and water intake by pituitary injury. It can 
be seen that thyroidectomy produces a marked drop in both food and water intake, but 
most interestingly produces a condition of instability characterized by great irregular 
fluctuations. Pituitary injury, cut made through anterior portion of gland with severance 
of stalk, produces the most regular cycles, already noted in Fig. 6. The cyclical changes 


in food and water intake are very striking. 
Richter, C. P.: Biological Foundation of Personality Differences, Am. J. Orthopsychiatry 


2: 350, 1932. 

Richter and his associates’ have studied appetite and natural food 
desires in rats by the self-selection method. "Their experiments to date 
show: 

1. Rats are able to seleet from purified goods those constituents necessary 
to normal growth and reproduction. They have a special appetite for salt, 
sugar, protein, carbohydrate, sodium, potassium, calcium, phosphorus, and 
the vitamins. 
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2. Taste appears to be an important factor in the selection, since the rats 
show such a preference when the substances are present in too minute a 
quantity to exert any physiological effect. Further, severance of the sen- 
sory nerves to the tongue abolishes the ability to make beneficial dietary 
selections. 

3. The selections respond eompensatorily to experimentally induced dis- 
orders in metabolism; e.g., by adrenalectomy; and to the changing needs 
of pregnancy and lactation. 

4. Dietary requisites of rats and humans show a very close similarity, 
with the exception of vitamin С. 

In the normal human and in other mammals Richter® found the volun- 
tary water intake to be a function of the surface area, and therefore a 
funetion of metabolism. 

Hausmann’ working in the Psychobiological Laboratory of the Henry 
Phipps Psychiatrie Clinic studied in rats the ‘‘spontaneous’’ regulation 
of diet through free choice in relation to water, eustomary rat diet, sugar 
solution, and ethyl alcohol. He noted that the total aleohol consumption 
was constant, independent of the alcoholic concentration of the solution; 
the food eonsumption was reduced during aleohol eonsumption by the 
amount of calories represented by the latter; the water intake was low- 
ered during aleohol consumption by the amount of fluid represented by 
the latter; the spontaneous aetivity was not altered by the spontaneous 
consumption of aleohol, whereas forced feeding of aleohol produeed a 
decrease of activity. 

The same sorts of results were obtained with optional sugar feeding: 
the total amount of sugar was constant, the total fluids constant, and 
the balance of total calories was maintained. 

Rats fed kola show increased activity beginning the first day after 
feeding the drug, and a decreased activity on withdrawal of the drug. 

Richter notes numerous examples illustrating compensatory alterations 
in appetites in children suffering from mineral lack, through hormone defi- 
ciency, as in Addison’s disease, and parathyroid deficiency, and attributes 
the changes in fluid intake in diabetes insipidus to an effort to prevent 
dehydration. 

All this data points to the importance to the individual of the mainte 
nance of homeostasis, to use Cannon’s term, of the total self-regulatory 
functions, including taste and appetite. 

5. Use of, and Craving for, Drugs—The well-nigh universal use of 
drugs of all sorts, their alleged boons, and their clear trouble-making pro- 
pensities testify to the importance of this situation from the personal and 
social standpoints. The relation (1) of appetite, primary through taste, 
or secondary through the aftereffects, (2) of tolerance, (3) of reaction 
to the drug, and (4) of the personality needs allayed by its use remains 
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to be determined in each case. Alcohol, tobacco, coffee, and tea are the 
drugs most commonly used. Others such as the opiates, cocaine, and 
marihuana in American and European cultures are all under the ban of 
social disapproval. 

Alcohol.—People use alcohol the world over, and the defense of its use 
does not come from those who patently abuse it. 

Those who favor the use of alcohol “іп moderation’’ point (1) to the 
easy relief from cares and tensions whieh many people prefer to their 
avoidanee by a rearrangement of the way of living. (Indeed it will be 
said that often enough the manner of living cannot be changed because 
of circumstances beyond the individual's control.) (2) To the greater 
social ease it brings, the loosening of tongues, the hearty laughter, the over- 
coming of personal timidity; (3) to the restful sleep likely to follow; 
(4) to the increase in sexual desire or reduction of sexual inhibition. 

It is not the province of this book to consider the physiological effects. 
The psychological effects are profound. Experiment has reduced these 
effects to certain more or less exact data which will offer clues as to the 
bases for the claims made relative to the pleasurable results of alcohol. 
Miles,’ who reviewed the psychological effects in man, lists these as: 

1. Psychomotor activity as seen in skilled performances is made less 
accurate, less coordinated, and slower. 

Memory and learning are impaired. 

The associative processes are reduced or obstructed. 

Sensory discrimination (judgment) is decreased. 

Sensory threshold may be raised or lowered. 

Attention and concentration are reduced in spite of the apparent 
contentment with a task. 

7. Thinking and reasoning are impaired. Intelligence test results 
show a decrease in scores. 

The effects were directly related to the amount of alcohol ingested and 
in actual circulation. 

Emil Bogen? correlates the immediate effects of alcohol with its concen- 
tration in the blood stream. When the concentration is below 1 milli- 
gram of alcohol per cubic centimeter of blood, the symptoms are so 
slight as to be overlooked, the changes representing a general but slight 
decrease in the efficiency. The *'stimulation'' stage corresponds to a 
concentration of 1 to 2 milligrams of alcohol per cubic centimeter of 
blood; ‘‘confusion”’ to about 3 milligrams of alcohol per cubic centimeter 
of bled ‘stupor’? to about 4 milligrams of alcohol per cubic centimeter 
of blood; and ‘‘coma’’ to about 5 milligrams of alcohol per cubic centi- 
meter of blood. He has represented the progression of events graphically 


in Fig. 9. 
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The emotional states produced by alcohol are a carefree sense of well- 
being, with relief from immediate cares and tensions. Conversation is easy 
and animated; inhibitions vanish. More personal content becomes the 
rule as the ability to speak distinctly progressively vanishes. Easy emo- 
tional display, erying, laughing, boisterous play, rowdiness, anger, hate, 
vulgarity, obscenity, and sexual adventuring and display follow, depend- 
ing on the degree of intoxication. 

As noted above, even when the performance in skilled tasks is reduced, 
the subject is satisfied, or boastful, of his ‘‘good’’ record. He is easi 
satisfied and is likely to dismiss or to argue over mishaps. It is fairly 
clear that the supposed beneficial effects of alcohol are attributable to 
the emotional effect in the reduced tension, euphoria, and loss of critique 
and of inhibitions, which glosses over the decreased efficiency of the 
intellectual processes. 


Alcohol in 1 cc. Urine 
2-3 mg. 


O 


less than 1 mg. 3-4 mg. 


^ 


Dry & Decent Delighted & Devilish Delinquent & Dis- 
gusting 


More than 5 mg. 


Dead Drunk 


Fig. 9.—The chemical determination of acute alcoholic intoxication. 
Bogen, E.: The Human Toxicology of Aleohol—Chapt. 6 in “Alcohol and Man,” edited 


by Haven Emerson, M.D., The Macmillan Company, New York, 1932. 

Gantt!? has studied the effect of alcohol on the performance of dogs 
in the conditioned response experimental situation. His results show 
that dogs fed alcohol learn less efficiently, and differentiate less well. 
These results in animals confirm the tests of the effect of alcohol on 
learning in the human subject. 

Richter? noted that while most children dislike aleohol solutions above 
10 to 15 per cent, about 8 per cent of the large group of children tested 
tolerated or liked solutions up to 50 per cent. He thinks this may offer 
some basie explanation for the excessive drinking of some individuals. 


STUDENT'S PERSONALITY STUDY 55 


Aleohol in some people exerts a sedative effect, and so may promote 
sleep. In others it acts to abolish the subjective sense of fatigue and so 
may aet adversely on sleeping habits. 

Coffee and Tobacco.—With alcohol these complete the drugs in common 
use. They are drugs about which much opinion may be expressed, with 
but little faetual information to sustain it. 

According to Dashiell’s experiments, caffeine is stimulating to the 
psyehobiologieal functions and increases the efficiency in the period im- 
mediately following its administration. Furthermore this is not fol- 
lowed by a letdown. 

Dashiell finds that tobacco has little if any effect on psychobiological 
functions. He pointedly calls attention to the usefulness of tobacco in 
serving sucking, chewing, and other oral pleasures. 

Coffee and tobacco are definitely habit forming with unpleasant effects 
unless their use is continued. Tremors and irritability are common 
sequels to excessive use. 

It would be hard to estimate the average tobacco or coffee intake of 
ordinary normal subjects. The author is of the opinion by inquiry from 
many smokers that from 10 to 15 cigarettes daily are commonly used 
without harmful results directly attributable to the tobacco, However, 
many other factors enter into the final average consumption: the capac- 
ity and need for self-discipline, social custom, pressure of work, ease in 
social intercourse—in general, the same elements which enter into the 
use of alcohol. 

6. Learning Curve.— The points to be noted concerning the learning 
curve are the relative efficacy of sustained and of interrupted effort. In 
general, steady application in interrupted periods is considered more ef- 
fective than long-term cramming. The exact length of the sessions and 
of the free periods depends on the person, the subject matter (its new- 
ness or familiarity, intrinsic difficulty in grasp, etc.). Essentials are 
separated from the mass of details, and digestion of the material occurs 
in the free intervals, making for better preparation for the subsequent 
effort. It is this intake, followed by associative reshuffling of the mate- 
rial, together with the intrinsic difficulty in intake, as the more elemen- 
tary material gives way to the complex, which makes for the succession 
of rises and plateaus and the final predominance of the latter on most 
learning curves. 

Cramming has its apologists and must be aeknowledged useful in 
special eireumstanees—largely the necessity to meet transient require- 
ments imposed by others. Especially is eramming likely to be used when 
lack of interest or emotional resistance has made for persistent avoid- 
ance of steadier study. That this method need not be wholeheartedly 
condemned is an acknowledgment (1) of the need for learning many use- 
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less and undesirable things the present systems of education demand and 
(2) of the actuality of the lazy student with poor study habits who per- 
haps should be welcomed to the intellectual banquet ‘‘better late than 
never."' 

Nonmental factors as inereasing age, fatigue, and ill-health, as well as 
the psychobiological factors of inattention, lack of interest, antagonism, 
poor systematizing ability, narrow range of associative material, etc., 
all influence adversely the learning curve. 

Conditioned-response experiments with dogs show the marked individ- 
ual variation in the establishing of conditioned responses under identical! 
laboratory conditions and also the superiority of the interrupted over 
the continuous training period. 

7. Decision.—Decision means a cutting off (Latin, de—off, and cidere 
to cut) of certain potentialities in favor of others. In situations where tli 
desirable elements all seem to be on one side, the undesirable on the other, 
choice and decision practically do not exist. But in most situations each 
alternative offers a mixture of good and bad. The judicial well-balanced 
decision comes deliberately after careful weighing, but impulsive, emo 
tionally determined types, as well as vacillation and submissive acquies 
cence to the inevitable, may all be elements in normal total performance: 
provided other factors make for balance. They must be sharply sepa 
rated from random guessing. 

8. “Will Power.’’—This old-fashioned term still highly approved 
among the laity and in moral and ethical cultures designates the ‘‘es- 
sence” of what is observed in the descriptive sense as action tendencies. 
Will power is the force which the engineer looses when he opens the 
throttle on the personality assets, the spur of the rider. Obviously it is 
redolent with the musty odor of the mind-body dualism. 

Psychobiology is more interested in ‘‘will power” as the concrete 
evidence of behavior than as its essence. The capacity for unremitting 
applieation to a task, often best gauged by the difficulties, thwartings, 
or distractions is the point to be noted. “Т did it on sheer will power" 
and “‘I deserve no credit for it, for I could not have done otherwise, it’s 
just my way of doing” should be compared for the light they may throw 
on this problem. 

The elements of reward for success and punishment for failure are 
crucial for many performances, and these doubtless determine largely 
the degree of application. The status of the mood, attention, interest, 
and physical health should be noted in making an appraisal of the ‘‘will 
power." 

9. Suggestibility and Hypnosis.—Suggestibility refers to the capacity 
for the action tendencies (also thinking and mood) to be influenced by 
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the activity of others. This is a trait universally shared although not 
in uniform degree. Submissive conforming to convention is perhaps the 
most widespread and socially useful variety. The whole of modern ad- 
vertising rests largely on the exploitation of this trait. Polite salesman- 
ship which insinuates suggestion rather than makes demands has been 
found to pay dividends. 

The most dramatic form of suggestion is that seen in hypnosis. As 
practiced medically, it consists in the voluntary submission of the patient 
to a series of carefully controlled suggestions whose purpose is to in- 
crease the suggestibility and submission so that specific therapeutic sug- 
gestion may be accepted, forming the basis for later action. 

The subject lies down on a couch, the physician sitting to the side and 
slightly behind his head. The procedure is explained as much like the 
relaxation of sleep voluntarily entered into. The subject makes himself 
comfortable, is asked to fix his eyes on a distant object in the room or 
on a bright object, as a coin held before him, in either case in such a 
position as to be slightly fatiguing to maintain the gaze for long. 


In a slow, unhurried, low, monotonous voice the hypnotist announces 
to the subject the succession of sensations he will experience: the gaze 
is fixed; the eyelids become heavy, hard to keep open; a feeling of tired- 
ness comes over the eyes, the face; the effort is too much, and the lids 
are allowed to close, The tired, pleasantly heavy feeling pervades the 
arms, the legs, the body. The breathing becomes quiet, deep, regular. 
The subject gives himself up to the enjoyment of the complete relaxa- 
tion, paying no heed to anything but the hypnotist’s voice. When re- 
laxation has been attained, the hypnotist may suggest that the subject 
is unable to raise the arm, or when it is raised passively feels no discom- 
fort in holding the position. The phenomenon (catalepsy) is a dramatic 
demonstration of the suggestibility. The subject is then told that at a 
certain time after he ‘‘awakens’’ he will do certain things. Shortly 
thereafter he is wakened by being told that on the count of 3 he will 
waken without any discomfort and feeling refreshed. After waking he 
will proceed to perform the acts indicated. If asked casually why he 
does these things, he will offer trivial reason or excuse. If hypnosis is 
deep, he has complete amnesia for the experience. Amnesia also may 
be suggested. 

Bernheim proved that practically everyone may be hypnotized and so 
disposed of Charcot’s contention that hypnotizability was prima facie 
evidence of disease (hysteria). 

Therapeutic suggestion may be offered at any stage, in light or in deep 
hypnosis. Clinical judgment of the nature of the problem determines 


the choice. 
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The foregoing refers to heterosuggestibility. Some persons show this 
to a very slight degree only but are highly autosuggestible. In such per- 
sons suggestions from without are likely to provoke a contrary response 
—or none at all, whereas the same suggestion originating within may be 
very effective in producing a certain performance. The trait is closely 
linked with stubbornness and a negativistie attitude. 

Hypnosis is not very successful in such persons unless the suggestions 
ean be framed in such a way as to give the person the opportunity to 
adopt them as his own and aet accordingly on his own autosuggestion. 

White considers that a modern theory of hypnotism must explain: (1 
that the hypnotized person ean transcend the limits of voluntary contro! 
of his actions; (2) that he behaves without the experience of will, sel! 
consciousness, and memory; and (3) that these changes in his behavio: 
occur at the behest of the hypnotist. There is no satisfactory inclusive 
hypothesis. He suggests that the hypnotized person behaves during hypno 
sis and in the state of posthypnotie suggestion according to the conception 
of such a person as continuously defined by the operator. 

It is, so, a form of socialized behavior. Yet there are two indispensahl 
factors in hypnosis: the peculiar hynotie state as such, and the presenc 
of an operator. 

The procedure can be used to elucidate elements of behavior, both normai 
and abnormal, and for the therapy of certain abnormal states. (Seo 
Part II.) 


B. The Cognitive Processes (From Latin, cognoscere—to Know) 
These are the specifically symbolizing functions, which become inter- 
posed between primitive sensory experience or action tendencies and 
overt activity, leading to delayed and potential reactions through the 
association of meaning with the given activity. 

1. What is your estimate of the acuteness of the sensory perceptions? 

2. The range of associations to simple stimuli? 

3. The retention span, e.g., for numbers, objects? 

4. Memory span, ease of remembering, personal experiential vs. im- 
personal data. Do you remember people by name or by other charac- 
teristics? Is the memory predominantly visual, auditory (or kin- 
esthetic) ? 

5. Speed of comprehension? 

6. The learning curve and the forgetting curve—for data of per- 
sonal and impersonal importance? 

7. What is the relative success with concrete (e.g., natural science) 
and with abstract (e.g., mathematics) disciplines? 

8. Judgment and discrimination—to what degree is it the result of 
careful balancing or of emotional impulses and weighting? 
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9. Reasoning ability—what is the capacity for following logical 
rules, excluding paradox and irrelevancy? Do you recognize emotional 
interference in this process? 

Special psychological tests for each of these items as well as for 
special aptitudes have been devised and may be employed in conjunction 
with the study. (See Н. E. Garrett and M. R. Schneck: Psychological 
Tests, Methods and Results, New York, 1933, Harper and Brothers.) 

10. The intelligence test. Have you ever taken one and what were 
the results? 

11. The school record. List the courses taken in college, the degree 
of interest in each, aptitude, spontaneous extra work, and the success 
achieved measured by the mark received and by the self rating. 

What factors made for success or difficulty? How could the perform- 
ance have been improved? To what extent does this record represent 
your interests, your capacities, and your ambitions? What other school 
performances would you consider to point to important personality traits 
and needs? 

What has been your measure of success to date? Are the successes 


and failures adequately accounted for? 


B. Cognitive Assets—Some Special Items 


1. Attention and Grasp.—The attention and grasp and concentration 
may be determined by use of symbol-marking or substitution tests. In 
connection with his test for exclusion of paradox as an element in nor- 
mal thinking processes, Hausmann!” uses the symbol-marking test from 
the Psychology Department, the Johns Hopkins University (Fig. 10). 

The test may be given as a speed test, but Hausmann instruets the 

subject to take as much time as necessary for accuracy in checking all 
he figures according to the model at the top of the sheet. Normally 
from 4 to 10 minutes are required for the task. 
2. Range of Associations to Simple Stimuli—kKent and Rosanoff!? have 
made the most thoroughgoing study of this by the use of a standardized 
ree association test. The test consists of a hundred words to each of 
which the subject is asked to associate as freely as possible. They list 
(1) common reactions and (2) individual reactions to the test words. 
Common reactions form the bulk of the responses. The reader is re- 
erred to the original source for details concerning the test. 

One may use a translation and modification of the association test devised 
by Jung. The list of 100 words follows. It consists of a mixture of banal 
terms and terms which may easily inspire a special emotional attitude 
either from their frequency in symbolizing universally important past 
experience, or from their double meanings, one of which is likely to be 
affeetively charged. 
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Fig. 10.—Symbol marking test as used b; priis тшеп n n the concentra: 
(Test developed by the Psyc! cho loi ogy Dep: ecient of the Johns Hopkins Unive: 

Po uM. i A Method У Objec tive Ae MO Ж strato e Thinking Diff 
Psychiatry 1: ‚ 1933. 


Stimulus Word 


ы ы 
Ho 


юю осты 


STUDENT’S PERSONALITY STUDY 


Time in Secs. Reaction 
(by stop watch) 


Head 


. Green 


Water 
Sing 
Dead 
Long 
Car 
Pay 


. Woman 
. Friendly 
. Cook 

. Ask 

. Cold 

. Save 

. Dance 
. Village 
. Lake 

. Biek 

. Pride 
. Table 
. Ink 

. Angry 
. Needle 
. Swim 
. Savage 
. Blue 

. Lamp 
. Sin 

. Bread 
. Suek 

. Tree 

. Punish 
. Pity 

. Yellow 
. Mountain 
. Die 

. Salt 

. New 

. Habit 
. Pray 
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Stimulus Word 
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Time in Secs. 
(by stop watch) 


. Money 
. Foolish 
. Fairy 

„ Despise 
. Finger 
. Expensive 
. Bird 

. Fall 

. Book 

. Unjust 
. Frog 

. Separate 
. Hunger 
. White 
. Child 

. Rear 

. Peneil 
. Sad 

. Spirit 

. Marry 
. House 

. Dear 

. Glass 

. Quarrel 
. Future 
. Big 

. Service 
. Paint 

. Depart 
. Old 

. Flower 
. Beat 

. Fast 

. Wild 

. Family 
. Clean 

. Low 

. Strange 
. Luek 

. Lie 

. Bear 


Reaction 


Reproduction 
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Stimulus Word Time in Secs. Reaction Reproduction 
(by stop watch) 

82. Narrow 

83. Brother 

84, Fear 

85, Stork 

86, False 

87. Anxiety 

88. Kiss 

89. Bride 

90. Purse 

91. Door 

92. Choose 

93. Bed 

94, Contented 

95. Ridieule 

96. Sleep 

97. Mouth 

98. Nice 

99. Man 

100. Abuse 


The test is given with the patient relaxed lying down or sitting, with 
eyes closed. The patient is told to say the first thing which comes to 
mind after the stimulus word is given without regard to the apparent 
appropriateness. The words are then called off by the physician and 
the first association and the time elapsing from stimulus to response as 
determined by stop watch are recorded. 

As with the Kent-Rosanoff test common reactions and individual ones 
are seen. Experience shows that special importance attaches to those 
answers which bear no immediate relation to the stimulus word and to 
those which are given after a lapse of time beyond the mean for the test 
as a whole, This commonly means that the first thought response has 
been inhibited by affective factors, and the delay in finding an “accept- 
able” response gives the clue to the significance of the stimulus term. 

Commonly the average response time is from 1 to 3 seconds, with con- 
siderable individual variation to be allowed. Special terms may provoke 
a delay of 10 to 60 seconds or more. At times the subject after a long 
delay simply denies having any associations at all. 

At the conclusion of the test, the list is quickly given again. The re- 
sponse (recorded under **reproduetion'") is generally identical with the 
previous опе. Marked change indieates a point to be further investi- 
gated for its significance to the subject. 
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3. Thinking Processes.—The thinking of the normal shows: 


1. Logicality, with recognition of causality and other relations. 

2. Social value, with recognition of the needs of the other person, the 
hearer, for clearness. 

3. A capacity for stripping the thought of irrelevant material. 

That these fundamentals do not exist in children has been long known. 
Cameron! has demonstrated in the graphic symbolization (drawings) of 
scientifically trained adults that the same immature thinking processes 
characteristic of children may persist side by side with mature thinking, 
e.g., in regard to scientific work (Figs. 11, 12, and 13). This shows that 
maturing is not an all-or-none process, and that ''the systems of sym- 
bolization in the adult are not all equivalent in social maturity and do 
not constitute a homogeneous unit." 


-c— а acroplane* 


7 o foot 


Fig. 11.—Drawing of “А Man" by colored boy, aged 3:7. Parts become emancipated to 
form unrelated smaller wholes as indicated in the labelling. 

Cameron, N.: Individual and Social Factors in the Development of Graphie Symboliza- 
tion, J. Psychology 5: 168, 1938. 


The actual thinking processes are tested with difficulty. The use of con- 
crete vs. abstract concepts, their clarity, discrimination, differentiation, 
judgment, exclusion of paradox, logicality, reality value, the strength 
of the goal idea, and the directness of approach to it, are some of the 
elements important to judge. Unfortunately there are no reliable tests 
for many of these items. 


Concrete and Abstract—The subject is asked to give the meaning of 
common metaphors and proverbs using metaphor. The following list may 
be used. This test has not been standardized for age and mental age at 
which adequate answers can be expected with certainty for any or all of 
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the items nor for the limits of adequacy. It does, however, unearth in- 
stances of persistence of concrete thinking when abstract thinking is 
clearly demanded. 


Ф 


Fig. 12.—A, “Baby іп a Baby Carriage," by colored boy, aged 6:8. Subjects are treated 
separately but not wees spatial relationship. 

B. “Мап in a Boat," by the same boy. 

Cameron, N. : ndr us Social Factors in the Development of Graphic Symboliza- 
tion, J. Psychology 5: 177, 1 


fle 


Fig. 13.—'Man on Horseback.” Omission-of essential details: Roentgenbild (sclen- 


tific; Пу trained adult 
Cameron, N.: опа] A in the Symbolization of Scientifically Trained 


Adults, J. Psychology 6: 168, 1 
Т, Proverbs: (‘‘What is meant by the following ?’’) 
1. Birds of a feather flock together. 
A rolling stone gathers no moss. 
Easy come, easy go. 
Heaven helps him who helps himself. 
Pride goeth before a fall. 


Eie go be 


66 PSYCHOBIOLOGY—THE STUDY OF NORMAL BEHAVIOR 


Don’t count your chickens before they are hatched. 
. A stitch in time saves nine. 

. All that glitters is not gold. 

. Fine feathers make fine birds. 

10. It’s an ill wind that blows nobody good. 

11. A bird in the hand is worth two in the bush. 


IL Metaphors: (‘‘What is meant by the following?’’) 


о ою AD 


1. underdog 8. foxy 

2. in elover 9. gold digger, 
3. white collar job 10. high hat 

4. turncoat 11. pussy foot 
5. bad egg 12. low brow 
6. rolling stone 18. cold-blooded 
7. needle in a haystack : 14. hotheaded 


Varieties of Concepts—Categories—and Discrimination and Differentia- 
tion.—The subject is presented with a number of cards of different shapes, 
surface area, and color to be sorted into the ‘‘proper” categories. Run- 
ning commentary during the performance or a verbal résumé will indicate 
the character of the categories. Or pictures of widely different objects 
mounted on cards are sorted, the task being presented as a game, with 
the object of reducing the number of categories to the smallest possible. 
Again verbal résumé will indicate the tentative categories, and the changes 
determined on as the experiment advances. Looseness and rigidity of eon- 
cepts are indicated as well as the capacity for abstraction. 

The Vigotsky test introduced with some modification into this country 
by Kasanin* is useful in determining the quality of the thinking processes, 
of concept formation, especially the capacity for making abstractions or 
“categories,” to use the term of Gelb and Goldstein. 

The test material consists of 22 wooden blocks of 5 different colors, 6 
shapes, 2 heights, and 2 sizes in surface area. On the under side of each 
block is printed a nonsense syllable, 4 kinds corresponding to 4 cate- 
gories of blocks. The subject is told to separate the blocks into 4 cate- 
gories. He is shown by the examiner one block turned over to expose 
the syllable. When he fails to make progress, another block with a dif- 
ferent syllable is turned up, and this is continued until he comes to the 
correct solution of the categories, either by reasoning with abstract con- 
cepts or by trial and error. A record is kept of the several trials and 
of the running commentary concerning the trials. The 4 nonsense syl- 
lables correspond to the categories: large surface-tall, small surface-tall, 
large surface-flat, and small surface-flat blocks, regardless of shape and 


*The test is described in Kasanin, J., and Hanfmann, Е.: An Experimental Studv 
of Concept Formation in Schizophrenia, Am. J. Psychiat. 95: 35, 1938. 
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color. There is no other way in which the blocks may be divided accord- 
ing to the instructions, 

The test is useful for demonstrating the formation of abstract concepts 
of a sort not reducible to single words and, in fact, independent of lan- 
guage. Quantitative conclusions would appear to have no importance. 

Exclusion of Paradoz.—The Hausmann" absurdity test has been found 
useful. The subject, whose attention and concentration have been pre- 
viously determined by a symbol-marking test, and whose general intelli- 
gence has also been determined, is asked to read the following story (mar- 
ginal numbers indicate the absurdities) : 


““Оп a nice March day our club organized a my в outing. 
(1) Although it had been raining all night, the roads were quite 
wet and muddy in the morning; but this did not spoil our 
pleasure. We eame through a woods consisting entirely of 
(2) fir trees. Unfortunately, there were no leaves on the trees 
as it was still early in the season; how lovely this woods must 
be in summer time when the trees with their shade protect us 
against the sun, Then we saw in the distance a rabbit. I ran 
(3) after it, but as it ran faster than I did, I could overtake it 
only slowly and finally eaught it. I did not hurt it, but let 
it go again shortly. Then we came past fields where the 
(4) farmers were harvesting. At noon we arrived at the village 
where we intended to stay. About one year ago the village 
had suffered heavily from a fire; the tower of the church had 
burned down entirely; in memory of this event, there was a 
(5) tablet at the place where the top of the tower had been, Ina 
dairy we asked whether we could have milk and cheese, but 
they didn't have any at that time. They told us they would 
(6) milk the cows in half an hour and that then we could have 
plenty of both. Of eourse, we were glad to wait and then 
enjoyed it very much, Most of the crowd now remained in 
the village, but, together with a friend, I made a little jaunt 
up to a vantage point. We climbed up for half an hour, 
enjoyed the lovely view and then returned to the village on a 

(T) path which was even steeper and also continually uphill. 

‘With many games the afternoon passed quickly; we hardly. -~ 

(8) noticed that the shadows grew shorter and shorter and we 
were surprised when we saw that the sun was setting. We 
sat down for a while on the shores of a lake. All of a sudden, 
a dense fog came up from the lake, but it did not spread over 
a large area; it just eovered us and all the things close to us 
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(9) disappeared, but all the objects in the distance remained dis- 
tinetly visible. "Tired, but well satisfied, we reached home 
after complete darkness had fallen." 


In the narrative are 9 cases of absurdity, i.e., adjacent statements are of 
clearly paradoxieal situations and, taken together, without the realm of 
reality. The subject is asked if he eares to report or comment on the 
story. If the inconsistencies are not spontaneously noted, he is led by 
further questioning to reconsider the matter, and finally if necessary told 
that the absurdities are present and to look for them. 


A variety of response is obtained: 
1. Spontaneous spotting of the absurdities. 
2. Quibbling over points of rhetoric. 


3. Failure to detect the absurdities, with comments indieating satisfac- 
tion with the situation. 

In the presence of good general intelligence and good attention and con- 
centration, the last type of performance can be considered definitely not 
normal. 

Judgment—Logicality—Relation.—The conditioned-response method is 
useful in determining the capacity for drawing logical deductions concern- 
ing cause and effect. 

An adaptation to the human subject of the Pavlovian conditioned re- 
sponse situation in use by Gantt offers a means of testing some simple 
adaptive reactions without resort to language or to school knowledge. The 
subject is exposed to a sequence of events in a fixed chronological order, 
beginning with a sensory stimulus which attracts his attention, as a light 
or bell, and followed by a second stimulus of a noxious sort compelling 
motor activity, as an electric shock to the hand resting on a metal plate 
electrode. With repetition of the test sequence, normal subjects very soon 
“learn” to avoid the shock by removing the hand from the plate electrode 
some time between the initiation of the first (called the conditioning) 
stimulus and the second (called the unconditioned) stimulus. The an- 
tieipatory defense reaction is the conditioned response (to use a modifica- 
tion of Pavlov’s terminology, since ‘‘reflex’’ in the strict sense seems to 
play no part in the reaction). 

The test relies for its effectiveness on the imperative quality of the 
final, or unconditioned stimulus, appealing to the very primitive and uni- 
versal reaction of defense against pain, and to the temporal association of 
this with another signal, in itself neutral, but coming to acquire meaning 
for the subject through the association. 

The test as outlined is exceedingly simple. It can, however, be made 
more difficult by the introduction of complex stimuli, and by the necessity 
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for differentiating one associative set from another, e.g., red light—shock, 
and white light—no shock. The results should be compared with those 
from tests of more complexity, as, for example, the Vigotsky test given 
above. 

The test does not depend on language. In fact good performance may 
be obtained showing good grasp and judgment of the simple set of rela- 
tions when verbal summary is impossible or halting. 

Hausmann’s dart test!? as used at the Phipps Clinie also measures judg- 
ment of a situation through appeal to the play motive. The subject throws 
darts at a target, the object being to make the highest score. He estimates 
his skill by a preliminary round, then “‘bids’’ for the next round or salvo. 
He is eredited only with what he bids if he makes that much or more; if 
he does not attain the bid, he is penalized double the amount of the failure. 
His reaction to failure and success shows (1) quality of judgment, (2) 
sensitivity to strain, and (3) emotional influence on skill (Fig. 14). Run- 
ning commentary during the test is recorded. 

4, Remembering and Forgetting.'^—Older mechanistie views of the men- 
tal processes fixed on memory as the paradigm. Sensory excitements passed 
over peripheral nerve pathways to the brain, and there certain traces, or 
engrams were left, capable of influencing subsequent behavior. 

This is an inadequate view, for it leaves out of account a prime faet, 
namely, the active participation of the person in the process. There are, 
in fact, some such mechanical factors at work, as, for example, in the 
memory for casual (ie, relatively impersonal) material. This is quite 
different from the memory of a vivid childhood experience, or of one’s 
wedding, where the personal character of the memory is stressed. But in 
all memory the active participation of the personality may be assumed to 
be operative, in different degrees and with varying motives. 

Memory, a passive term, is perhaps best superseded by remembering, an 
active term. 

Likewise, forgetting is preferable to amnesia and indicates a failure in 
retention and recall of experiences, with more or less mechanical and, 
conversely, personal implications. 

In short, one may or may not remember, and forget, due to mechanical 
factors or to personal factors. 

A time sense appears to be an important constituent in all remember- 
ing, and disorders of this element alone may rarely be observed. 

5. Speed of learning, and, since most learning is in direct relation to 
reading, speed in reading. There are no norms established for this item, 
but Max MeConn?* states that college students should be able to read 
(get the sense of) 300 words per minute. This he regards as a prime 
element in the ‘‘bookish’’ aptitude he considers essential for satisfactory 


college work. 
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6. Range of Information—The two qualitatively most important va- 
rieties are (1) the information for information's sake and (2) the 
information acquired in relation to eurrent topies of interest and research. 


50 


10 20 30 


Fig. 14.—The bid is indicated by small circles, the actual performance when above 
the line by the cross, and when below the line by the heavy black shading, the latter 
indicating penalty. 

Hausmann, M. F.: A Method to Objectively Demonstrate Thinking Difficulties, Am. J. 


Psychiatry 13: 623, 1933. 


7. The ability to systematize must also be viewed in the light of the 
need for systematization. Does the systematization remain plastic and 
point to gaps in the information, or does it lead to satisfaction on its 
own account? The variation in the capacity for systematization is seen 
in contrasting types of work: planned activity and that which proceeds 
from one step to the next in'an opportunist fashion. 

8. The capacity for mobilizing the assets and putting them to use ac- 
eording to a plan is the executive ability. In our eulture this ability 
has been very highly rated, so that its possession has been considered 
a mark of special distinction and worth. Sober thought must contrast 


STUDENT’S PERSONALITY STUDY 71 


this eapaeity with that of the thinker on fundamental issues who paves 
the way for executive performance where it will do the most good. 

9. The quality of imagination may be pietorial, verbal, kinesthetie, con- 
crete, or conceptual and abstract. They determine to a large extent 
the most effective type of study and learning and to some extent the 
choice of activity. 

10. Intelligence (from Latin, intelligere—to discern, to understand ; 
inter—between, and legere—choose) may be defined as the capacity for 
adaptive performance through the use of the symbolizing functions. The 
standardized test of intelligence was first introduced in 1905 by Binet, 
a psychologist working in the publie schools of Paris, in collaboration 
with Simon, a physician. Тһе test consists of a series of performances 
of various sorts arranged in the order in which school children of normal 
advancement for their ages can perform them, To a large extent most 
intelligence tests are in reality a test of school knowledge but, with 
sufficient attention to the execution, give a fair opportunity to evaluate 
special performances. The Binet-Simon test has undergone a number of 
American revisions made necessary by the cultural differences, and is 
today perhaps the most widely used test. It expresses ‘‘mental age” of 
performances which is then compared with the chronological age to give 
a ratio of general intellectual adequacy. The reduction of the compari- 
son to a mathematical intelligence quotient has done considerable harm 
in diverting attention from the clear fact that differences in performance 
have a topical significance, as for example, only in retention, in reason- 
ing, with mathematics, ete., in favor of the false postulate that intelli- 
gence is a global quantitatively ponderable item. The limits of the test 
extend from ages 3 to 18 years, with unequal accuracy in the various ages. 

Other varieties of test have been introduced, some applicable to large 
groups of subjects at one sitting, as the Army Alpha test. Still others 
test the younger ages of infancy and childhood, notably the Gesell test. 

The Binet-Simon test, as revised in 1916 by Terman" of Leland Stan- 
ford University, consists of the following sorts of performances ade- 
quately carried out at the indicated ages: 


Performance Age in years 
Carrying out spoken command 3 
Naming 3, 5, 6, 7,.8 
Diseriminations 4,5, 6, 7, 9, 10 
Personal data ‚5,6,7 

12 


3 
Pieture interpretation 3.7 
Retention and repetition of syllables 3, 4, 6, 10, 16 
Retention and repetition of numerals 3, 4, 7, 10, 14, 18 
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Performance Age in years 
Counting backward 8 
Repetition of numerals backward 7, 9, 12, 16, 18 
Counting 4, 6, 9 
Writing to dictation 8 
Word resources 9, 10, 12 
Definitions: 
by use 5 
terms superior to use 8 
differences qi 
similarities ps2 
abstracts 12, 16, 14, 18 
meaning of words 8, 10, 12, 14, 16, 18 
Calculation (mental arithmetic) 9, 14 
Reading and reporting 10 
Judgment, 4, 6, 8, 10, 12, 14, 16 
Tmagination (visual) 14 
Intention 16 
Ingenuity 7, 8, 12, 18 


Gesell’s developmental schedules" rest on performances related to age 
in months, since they are applied to infants and young children. The per 
formanees demonstrate (a) motor development, (b) adaptive behavior, (е) 
language behavior, and (d) personal-social behavior. 

Normal performance is one which corresponds closely with the chrono- 
logical age, e.g a 10-year-old child will perform all the tests in the 
10-year level. Considerable latitude, however, is to be noted. He may do 
all the 9-year tests, some of the 10-year, and some of the 11-year tests, to 
give a total ‘‘mental age” of 10 years. Clearly this is a qualitatively dif- 
ferent performance from the former and points to reduced ability in some, 
and increased ability in other qualitatively different tests. Average adult 
intelligence is rated at 16 years on the Stanford revision of the Binet- 
Simon scale, and superior intelligence at 18 years. These figures are some- 
what higher than the ratings among World War soldiers of the American 
Army, the average rating being closer to 14 years, i.e., of a degree roughly 
comparable with the performanee of first year high school students. 

The test, and others of the kind, are valid only when given under opti- 
mal conditions. These presume: (1) good rapport with the subject and 
good attention to the test, good health, at least the absence of faetors which 
would militate against the full use of the intellectual assets; and (2) a 
standard method for giving the test, which must be mastered by the exam- 
iner before he attempts to give the test, since his efforts must be focussed 
on the evaluation of the subject’s performance. 
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The various parts of the test do not have the same degree of reliability. 
Vocabulary may be far ahead of other elements of the test, yet Terman 
considered it the most useful single test. Seven digits forward is an 
average performance in ‘‘retention.’” 

For graduate professional school work a superior rating is practically 
obligatory (mental age of 18 years). 

The test results lead to certain fallacies. For example, a child of 10 
years with a mental age of 10 years cannot be equated accurately with an 
adult with the same mental age. The latter clearly is deficient, yet he 
has more experience, which must enter into any estimate of the total assets. 
For this reason, other tests have been devised for adults, the most widely 
used being the Wechsler-Bellvue Test for Adult Intelligence. 

Likewise the expression of the results in mental age alone, without stat- 
ing the base line at which all of the tests are done and the degree of attain- 
ment in the upper reaches, fails to give any conception of the quality of 
the performance. For example, the failures may be only in retention of 
digits.. A worse practice yet is to reduce the results to I.Q.’s, being the 

mental age 
chronological age 

11, Autistic Thinking—Normal people do not always use socialized, 
logical, reasoned, cause-and-effect thinking methods. These are the high- 
est sorts and maintained only by constant effort, although habitual use 
may make for greater ease and facility. In moments of abstraction, 
reverie, and daydreaming the thinking processes. change markedly. Reason 
and logie give way to affective and eonative factors, in which egocentric 
wishes, desires, instinctual needs, and fears have free rein. Furthermore, 
logical association of ideas is replaced by a more ** free"? association deter- 
mined more by affective factors. The conventions of time and space are 
broken down. 

These are also the conditions prevailing in dreams. Freud’ has shown 
that many errors and slips of the tongue bear every evidence of being 
egocentrie wishes and tendencies which have escaped integration into the 
finished product of socialized performance. The significant fact is that 
abstraction, reverie, and daydreaming, in contrast to alert states, are 
achieved not through effort but by the abandonment of effort in favor of 
a relaxed, ‘‘off-guard’’ attitude. It is this difference which lends a cer- 
tain plausibility to the psychoanalytic theory of the overwhelming impor- 
tance of the ‘‘unconscious’’ processes as revealed in ‘‘free associations.’’ 
(See Part II.) 

Erickson,” working with experimentally induced hypnosis, has demon- 
strated the unconscious determinants of the easual content of eonversation, 
manifestations of unconscious ambivalent feelings in conversation about a 


relation , expressed decimally. 
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person, slips of the tongue and unconscious irony, unconscious resentment 
expressed through masked form through overeompensatory courtesy, am- 
bivalence, unconscious convictions of absurdities with rationalizations in 
their support, automatic writing, ete. 

It remains highly debatable, however, that these same processes are the 
most important determiners of human behavior. It seems unwise to em- 
phasize the polarity; it is nearer the truth to speak of the relative propor- 
tions or values of socialized and of egocentric factors in any given sample 
of thinking. 

In any case the normal subject can easily be recalled from periods of 
such “autistic”? preoccupation (to use Bleuler's admirable term?) and 
has a sense of the unreality of the autistie performance and of the reality 
of the state to which he has been returned. Partial exeeption to this 
rule is seen in strongly affective states where the thinking processes are 
markedly egocentric and the realities are blurred, as, for example, i: 
the wishful thinking of one who is deeply in love. 

Paradoxical as it may sound, the ability to relax and to secure release 
from the alertness and acute sense of reality may be facilitated by tech- 
nical methods. Light hypnosis and self-relaxation methods are each 
useful. The Indian cult of Yoga” uses a special system to achieve such 
a result. 

12, The relation of choice of college studies and the personal aims, 
tendencies, and temperament must be a very individual problem. . Spon- 
taneous desires may have been buried under conventional demands, or 
the more fixed aims of mature life may not have been attained during 
college years. The college program must, however, refleet on the sub- 
ject organization at that time, just as the subsequent fate of these in- 
terests reflects the later personal development, since the various elements 
need not undergo eoineidental change. 


C. Special Tools of the Personality 


The gnosic functions refer to the recognition in their proper associa- 
tions of sensory perceptions. 

Praxic functions refer to the learned motor skills and utilization of 
space, which have become more or less automatic through use. 

Language refers to the system of symbols: verbal, the result of audi- 
tory (sensory)-laryngeal pharyngeal, buccal, lingual complex (motor) 
integration; and written, the result of visual (sensory)-arm, hand, finger 
(motor) integration. 

For the most part these data have already been covered in sections A 
and B above. 
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What accurate data do you have concerning your handedness? Any 
evidence for ambidexterity? For the handedness having changed spon- 
taneously or by training? 

Any history of mirror writing? Syllabic reversal? (Saying for 
“transmission,’’ 'transminish'? For mirror reading: as ‘‘b’’ for “ру” 
or '*b/* for 77р Т0г 1927) 

Any stuttering? Any special reading, spelling, or writing difficulties? 
How were you taught to read? In relation to the spelling, i.e, by the 
elementary units and their combination, or by visual grasp of the total 
word and its relation to the sound? 

What is your aptitude and difficulty with foreign languages? 

Is there any history of great discrepancy between capacities in initia- 
tive and in spontaneous speech? 

What is your capacity for ‘‘visualizing’’ a planned motor task, with 
and without the concrete materials at hand? 

Are you ‘‘handy’’ with tools? In what directions do your hobbies go? 

Do you have artistic skill? How much the result of training and how 
much due to native interest? 

At what age did you become oriented with regard to the parts of your 
own body? 

What is your sense of time and of direction? Absolute and relative? 


C. Special Tools of the Personality 


1, Language.—Language is a highly conventionalized system of sym- 
bols used as an economizing agent in the expression of conative trends 
and cognitive and affective experience. 

Developmentally, early language efforts are characterized by: 

1. Apparently random sounds, some of which lead to repetitive effort 
on the child’s part, likely as one expression only of that fondness for 
repetition generally characteristic of the period. 

9, Imitative effort of the sounds of speech of parents and siblings. 

3, Association of sound with visual, tactile, gustatory, olfactory, and 
kinesthetic experience, and with the appearance of emotional and cona- 
tive factors in the person speaking—by inflection, loudness, sharpness, 
ete. 

4. A certain rigidity and consisteney of form of association accom- 
plished by the social needs of intercourse, but also aided by the child’s 
inherent desire to have things in certain unchanging forms. 

Language serves pre-eminently a social function. Comparative lan- 
guage studies show that primitive spoken language is rich in accessory 
expressive methods, utilizing the general body motility—facial expres- 
sion, hands, arms, even legs. In the language of primitive peoples such 
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factors are very important and decisive for conveying proper meanings 
Lhermitte,” summarizing the work of Levy-Bruhl, and especially : 

Jousse,* states that certain Indian tribes convey the proposition, ''' 
will go into the woods," by appropriate verbal symbols for ‘“‘woods 

and “to go," but the pronoun is omitted and the adverbial phrase i 
indieated by protrusion of the lips in the proper direction. Aecordin: 
to the same authors, the spoken language is replete with rhythmie forms, 
traces of which richness are still to be seen in the great “orations’’ of ош 
day. Obviously for their best effect such rhythms were enhanced b; 
the visuomotor performance. 

Language changed as civilization progressed through the clear superi 
ority in flexibility in expression of the auditory-verbal over the visua! 
general motor coordination. This was accompanied by a progressive lo: 
of the rhythmie element in ordinary speech, and its decay became mo: 
firmly established by the use of written language. Only in poetry is th 
rhythm preserved and even here it has become greatly formalized, Grea 
individual differences are apparent in the use of accessory expressi\ 
methods. National emotional characteristics are popularly linked wit 
the presence or absence of such phenomena. 

Speech commonly begins with naming of objects, progresses to verbs 
and later includes modifying elements. Formal verbal language со! 
struction is generally well established in the third to fifth years. 

Change of meaning from the concrete to abstract begins early іп th: 
distinctions between three- and two-dimensional representations of the 
same object. More far-reaching change through extension or restriction 
as in figures of speech of all sorts, simile, metaphor, identification, and 
play on words, is characteristic of adult speech, but the beginnings can 
be noted in children of 4 years or less. 

Orton?* has shown the importance of cerebral dominance for the ease 
of development of verbal and written speech, and for reading. 

2. Recognition and Utilization of Space and Praxis.—Early in infancy 
external space" becomes an important principle. At first this appears 
as a simple ‘‘orienting reflex," to use the Pavlovian term, noted in the 
eyes following a bright object, or the eyes, head, or body turning toward 
a sound. 

Later adaptations refer to simple physieal relationships, as in Gesell's 
test for the cube under the cup. The infant ‘‘sees’’ that the cube is 
under the cup and to secure the cube the cup must be removed. This 
test is performed by infants of from 6 to 12 months. 

Later still comes an interest in, and sense for, forms, letters, digits, geo- 
metric figures. There is evidence that the transition from three-dimen- 
sional reality to two-dimensional reproduetion as in photographs is not 
accomplished without some insecurity and a need for constant reference 
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to the more familiar form. Children aged 3 years сап copy simple 
geometric patterns with blocks. As Cameron” has shown, the drawing 
of children suffers at first from inadequate appreciation of spatial rela- 
tionships, but later on from inadequate conforming to conventional rules 
for social expression of the sense or meaning of the drawing. 

In contrast to these rather stylized types of space utilization, habitual 
activity such as putting on clothes, which in its own way requires good 
use of space, has in the meantime become well established, 

Orton?* has pointed out the complications apt to arise in space utiliza- 
tion in writing, and reading when one-sided cerebral dominance is lack- 
ing or interfered with. 

3. Development of the Body-Image Concept.—The concept of the body 
image has received a great deal of study in recent years by Schilder, 
Lhermitte, Gerstmann, Klein, Angyal, and others, but largely from the 
standpoint of clinical findings in cases of disturbance of the body image. 

The concept of the body image is a developmental product, the result 
of reeurring sensory impressions, especially visual, vestibular, kinesthetic, 
tactile. Children show varying ability for recognition of body parts, the 
differentiations becoming sharper as they grow older. For instance, the 
elbow may be pointed out by reference to the whole arm, but later on 
becomes localized accurately. Gesell finds this performance holds for 
nose, eyes, mouth, and hair for 18 months to 2 years, whereas Binet 
assigned it to the 3-year level. There is evidence that the body parts 
and their activities under habitual observation, as the ventral portions 
exposed to visual observation, are most firmly established in the body- 
image concept; further that those parts which are habitually in use as 
tools with which the person in action contacts reality and extends his 
influence—such as the hands (and especially thumb, first, and little 
fingers) and eyes—also are the more firmly fixed. 

The recognition of right-left first comes about with reference to body 
parts, particularly the hands, although ears and eyes are also favored 
reference points. Children become auto-oriented for right-left at about 
4 to 5 years (6 years in the Binet test). 

Schilder?” has stressed the great róle of the vestibular funetions in pro- 
ducing transient but profound changes in the habitual concept of the 
body image. The feeling of body shortening on rising swiftly in an ele- 
vator and of body lengthening on sudden descent are well known. He 
states that under vestibular influences, parts of the body may appear to 
become dissociated from the rest. 

Angyal” has shown also that peculiar and less well-known alterations 
in the body-image concept may be experimentally produced. For in- 
stance, if a funnel of water is held with the arm extended and the con- 
tents are allowed to flow out through a tube, no difference in weight is 
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appreciated until perhaps one-fourth of the contents is gone; then sud 
denly there is a peculiar feeling of lightness, and the arm seems to the 
subject to be lengthening. 


A common observation on unexpected functioning of the body, related 
dynamically to the body-image concept as a structural thing, is seen in 
the following, known as the Salmon-Kohnstamm phenomenon from the 
discoverers: If the subject stands by а wall and presses his arm firml; 
against the wall for several minutes, then steps aside, the arm will rise 
*'inyoluntarily"" to the horizontal position, giving rise in the subject to 
a strange feeling of forced activity in violation of the predictable expec- 
tation from the limb. 


Klein and Sehilder? have demonstrated the difficulty in finger and 
hand recognition in the position of the ‘‘Japanese illusion,” i.e., hands 
are clasped, palm to palm, with the arms crossed at the wrists, the littic 
fingers upward, and then rotated 360 degrees in a direetion inward 
toward the body. 


Angyal shows that all these rather strange phenomena are the гези! 
of sensory impressions arising within the muscles, and related to the 
tonus maintained in the muscles. They appear strange only because o" 
the fact that they are not habitual operational phenomena and so ar 
not incorporated as integral parts of that concept of the body structure 
and funetion whieh everyone develops about himself. 
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CHAPTER III 
STUDENT'S PERSONALITY STUDY (CONTINUED) 


B. DIFFUSELY REGULATIVE TENDENCIES 
(AFFECTIVE AND EMOTIONAL) 


"These are essentially nontopical, diffuse reactions involving visceral and 
vasomotor and hormonal participation via the sympathetic nervous sys- 
tem and thalamus. The prototypes are the reactions of fear, anxiety, 
sadness, elation, 

There are to be distinguished a basic mood and the fluctuations. 

What emotions do you recognize? What is your basic mood? What 
are its spontaneous fluctuations and to what other phenomena (physio- 
logical or psychobiological) can they be related—to weather and season 
—to fatigue, sleep, bowel action, menstruation, general health—or to 
success or failure, tensing situations, insecurity, loss, promotion, etc.? 
Give specific examples to illustrate and indicate whether these are ha- 
bitual or unusual reactions. 

Which emotions do you consider advantageous, and which harmful? 

What evidence has there been of spoiled child and tantrumlike be- 
havior? 

What preventive and restorative control over the emotions do you 
possess? 

What things or situations habitually ‘‘get a rise” out of you? How 
long does the reaction last, and how can it be controlled? 

“‘Sentiments’’ refer to emotional or instinctive trends closely bound 
to certain topical data, as for example, love, patriotism, tenderness, re- 
ligious feeling, justice, etc. What sentiments appear important to you 
(by actual experience or theoretically)? What judgment do you place 
on your own equipment of sentiments? 

Are your emotional fiuctuations adequately accounted for, or do some 
remain unexplained? What evidence is there that early experience has 
determined an emotional pattern no longer appropriate? 

Do you note any specificity of physiological participation in the emo- 
tional reactions? 

What is the effect of specific emotions on your working efficiency (en- 
ergy, ability to concentrate, memory)? 

Are you aware of a capacity for forgetting or suppressing unpleasant 
emotional memories? Do such ‘‘forgotten’’ experiences influence your 
behavior? 
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Are you aware of any paradoxical or inappropriate emotions? 

How well able are you to ‘‘read’’ the emotion of others by the facial 
expression or by other observation? 

What is your capacity for sympathy and empathy? 

What elements of your emotional life appear to be helpful or hindering 
to your future success? (See the satisfaction formula, p. 40.) 

What is your type of humor? What róle does it play in your social 
adjustment? 

In the light of these facts, what do you consider to be the differences 
between the study of emotions from the physiologist’s and from the psy- 
chobiologist’s viewpoints? 

What does this review suggest in the way of temperament, and how 
does yours compare with that of the three classmates? 

From what has preceded, do you think in terms of topics and of affects, 
or in terms of situations and reactions, or of other psychological entities? 


В. DIFFUSELY REGULATIVE TENDENCIES (AFFECTIVE AND 
EMOTIONAL)—SOME SPECIAL ITEMS 


1. Definition and Classification of Affect.—The affective life refers to 
a variety of diffuse reactions of the organism mediated through the sym- 
pathetie-hormonal-unstriped-musele systems and accompanied by a cer- 
tain state of pleasure or its opposite or their equivalents, and with less 
or more object reference. The more primitive types are feelings arising 
in relation to primary sensations, both general somesthetie and special 
sensory (related to external source of stimulation); e.g., in the infant 
pleasure is evinced by gentle tickling, by feeding, and by warmth ; some- 
what later by the sight of the mother, the bottle, and the rattle. More 
complex sorts appear later and are definitely fused with sensory impres- 
sion, imagination, memory, anticipation, and to instinctive and other 
eonative trends. These more complex sorts may be divided into those 
related to the instincts and those near to intellectual activity. The former 
are the emotions par excellence, the latter sentiments. The affects then 
are at one pole closely related to the general physiological states of well- 
being, fatigue, health conditions, and at the other to complex symboliza- 
tions. They may be sudden or insidious, transient or chronic, violently 
influencing all other types of person function, or having relatively little 
influence on them. The more primitive the affect state, the more diffusely 
and effectively operative it is likely to be, since the sympathetic-hor- 
monal-unstriped-musele systems offer only very limited opportunity for 
fine differentiations. The latter would be expected only in the complex 
cognitive determined reactions. 
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MeDougall who viewed complex mental life as the outgrowth of the 
instincts, listed the following instinet-derived simple emotions: 


Emotional Qualities Accompanying the 


Instinctive Activities 
1, Fear (terror, fright, alarm, trepida- 
tion). 


Instincts (Synonyms in Parentheses) 
Instinct of escape (of self-preservation, 
of avoidance, danger instinct). 


2. Anger (rage, fury, annoyance, irrita- Instinct of combat (aggression, pug- 
tion, displeasure). 4 nacity). 
3. Disgust (nausea, loathing, repugnance). Repulsion (repugnance). 


4, Tender emotion (love, tenderness, ten- 


der feeling). 


5. Distress (feeling of helplessness). 
6. Lust (sexual emotion or excitement, 


sometimes called love—an unfortunate 
and confusing usage). 


Parental (protective). 


Appeal. 


Pairing (mating, reproduction, sexual). 


7. Curiosity (feeling of mystery, of Curiosity (inquiry, discovery, investiga- 
strangeness, of the unknown, wonder). tion). 
8. Feeling of subjection (of inferiority, Submission (self-abasement) . 


9, Elation (feeling of 


of devotion, of humility, of attachment, 
of submission, negative self-feeling). 
superiority, of 
masterfulness, of pride, of domination, 
positive self-feeling). 


Assertion (self-display). 


10. Feeling of loneliness, of isolation, nos- Social or gregarious instinct. 
talgia. 

11. Appetite or craving in narrower sense Food seeking (hunting). 
(gusto). 

12. Feeling of ownership, of possession Acquisition (hoarding instinct). 
protective feeling). 

13. Feeling of ereativeness of making, of Construction. 
produetivity. 

14. Amusement (jollity, carelessness, relax- Laughter. 


ation). 


Watson sees only three innate emotional reactions in infants: fear, 
rage, love. All others are later developments, the result of complex 
building up of experience on these three. 

Wundt taught that emotions could be grouped about three pairs of 
opposed reactions: (1) tension—relief; (2) pleasure—displeasure; (3) 
excitement—calm. Й 

Freud has concentrated the emotions about the pleasure-pain principle. 


Adolf Meyer speaks of pure and impure affects. The former refer to 
diffuse nontransitive affective states, as in diffuse sadness or elation; 
the latter refer to transitive affects, affects with an object, as anger, 
worry, fear, hate, suspicion, ecstasy. Ruckmick? questions the actuality 
of objectless affects, but the division has much to recommend it from 
clinical observation. It is true that the pure affects are perhaps more 
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closely related to primitive general states of well-being or the opposite 
than many of the impure or topical affects. Yet the topical affect, rage, 
can be shown to be the most primitive of all affects so far as it continues 
to be elicitable in animals without cortex. 

In general the terms affect and emotion are used synonymously, al- 
though, strictly speaking, emotions constitute one variety only of the 
affective life, simple feelings, passions, moods, and sentiments being the 
others (Ruekmick). 

2, Closer Definition and Identification—The reduction of the educa- 
tional process to a standardized system of classes of progressive difficulty 
led to an early appreciation of individual differences of a quantitative 
and qualitative sort in the topical assets, 

Anyone, teacher or not, is clearly aware of differences in individual 
emotional equipment and its habitual display, together with its capacity 
for variation. In fact, these characteristics have been considered par 
excellence the most distinctive. elements of personality, since it is these 
clements which are directly at play in the social relations. Such a wide 
diversity is here possible that within the widest limits the affect patterns 
are accepted as normal. 

Efforts to define accurately the emotional state resolve into the fol- 
lowing methods: 

a. Introspeetive reporting of emotional experience. 

b. Judging emotion from the general motility, and attitude, especially 
that of the faee. а 

c. Determination of the physiological participations, especially cardio- 
vascular, respiratory, metabolic, and electrodermal. 

They all give inconclusive results, for their reduction to standardized 
measurement is practically impossible. This arises from the following 
reasons: 

1. The various emotions, recognized by the terms of their arousal and 
their evident meaning, are expressed to a large extent by identical physio- 
logical systems with similar results as far as their participation is con- 
cerned. Cannon's well-known findings? in pain, hunger, fear, and rage 
showed this clearly. Fine differentiations appear impossible, therefore, 
on the basis of the visceral-physiological manifestations. 

2. Degrees of the same emotion are not accurately teducible to quan- 
titative measurements by the known physiological participants. (The 
extensive but inconelusive literature on blood sugar determinations in 
emotional states may be cited in this connection.) 
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3. Different individuals with objectively similar emotional display show 
surprising differences in the physiological participation. 

4. The interpretation by various observers of the kind of emotion from 
the facial expression is a hazardous procedure, giving a certain dispersion 
of interpretations about the accepted standard. 

5. The emotional state is rarely pure and unmixed; for example, the 
feeling of triumph is likely to be mixed with sorrow for the vanquished, 
anger with shame, shame with resentment, etc. 

6. The constitutional element plays a very large róle making for great 
individuality of reaction. This factor is difficultly reducible to functional 
terms. Gantt‘ attempted such a functional constitutional study in dogs 
of which the activity records already noted and their independence of 
the performance in the conditioned-response test situations constitute 
items. i 

A more serious attack on the possibility of determining accurately the 
emotional state has been made by Whitehorn.’ He states: 

““Ког a good many years I have been interested in listening to patients’ 
accounts of their emotions. At one time I naively supposed that I might 
learn thereby just how the patient was feeling, perhaps even be able to 
label ‘the emotions’ which he was experiencing. I still listen with great 
interest to patients’ statements along these lines, but not with the expec- 
tation of discovering what ‘emotions’ he or she is really experiencing— 
rather with the hope of understanding in some measure the conventional- 
ized scheme of symbols by which the patient tries to represent himself to 
himself and to others. Not only are the words conventional symbols; the 
motor patterns of behavior are also conventionalized. Sometimes such con- 
ventionalized patterns of behavior and the corresponding verbalizations are 
used with deliberate intention of deceiving others, but this is not the 
phenomenon of whieh I now speak. I refer to the degree of conventionality 
in the patterning of behavior by whieh one reaets overtly in an emotional 
experienee. My own observation would lead me to believe that in ordinary 
living these modes of behavior commonly called ‘the emotions’ are the 
modes of reaction by which one resolves and, in effect, escapes from the 
essential emotionality of the experience. That is to say, ‘the emotions,’ as 
we know of them empirically in the clinie and in ordinary life, are the ex- 
pression of sentiments in whose development there has been a large measure 
of cultural or conventional training.”’ 

There is much truth in this observation. Yet it appears likely that 
people with roughly similar cultural heritage and training will be able to 
appreciate empathieally each other's emotional expression, As a matter of 
fact, this must be conceded, as must its obverse, otherwise there could be 
no reasonable explanation for interpersonal and homocultural cohesiveness 
and for heterocultural differences. 
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More pertinent, and Whitehorn may be pointing in this direction in his 
observation, is the effect on the expression of emotion of personality trends 
whieh are not readily open to conscious awareness. The psychoanalytic 
movement rests largely on just this question. Theoretically, introspection 
of the free association type should clarify the contribution of such factors. 
Actually, the workings of ‘‘repressed’’ or ‘‘unconscious’’ factors may be 
more or less readily observed and appraised by others when they are hidden 
io the person so involved. 

The critical observer will not deny the usefulness of readily detectable 
emotional experience, conceding its eonventionalities and formalism, and 
he will look further for less overt emotional faetors, without however being 
obsessed with the latter quest and to the point of denial of the former. 

a. Introspective Reporting.—Introspeective reporting of emotional ex- 
perience in the older psychology was the accepted method of study. Today 
ii is still important as one element in the pluralistic approach to the defi- 

ition of emotion. Trained observers give much the more informative 
‘counts. From naive and simple people, terms best expressive of emo- 
Hon are singularly laeking. Apparently a certain maturity of conceptual 
‘hinking is necessary for this task. Children at first report hunger as, 
"| want some dinner," and sleepiness as, “І want to go to bed"; or 
when angry with the baby, “I’m going to hit Peter!" ete. The con- 
eptual thinking takes into aecount the personal feeling, the situation 
arousing it, and the desire for action to bring ease and satisfaetion in 
the situation. 

Good introspeetive accounts should report the cognitive and the cona- 
tive elements as well as the physiological reactions. 

b. Facial Expression of Emotion.—A great deal of attention has been 
paid to the judging of emotion from facial expression (as the most useful 
division of general motility). Everyone faneies himself able in some 
degree to do this. The ‘‘poker face” was designed to avert just such 
a performanee in order to advance the personal gain. 

Kanner's study? of the matter with first year medieal students at the 
Johns Hopkins University may be eited to illustrate the method and 
results: 

He presented them with the Feleky photographs posed to represent 
certain emotions (Figs. 154 and B) and analyzed the returns from each. 
Grading each interpretation from 10 (highest) to 0 (lowest), and con- 
sidering grades of 7-10 as satisfactory, he found the order of recogniza- 
bility of the photographs from highest to lowest to be: Surprise, fear, 
breathless interest, contempt, horror, determination, disgust, sneer, hate, 
despair, pain, shame, rage, sympathy, suspieion, pity, interest, justified 
anger. He noted further a dispersion of terms indicating the emotions, 
the degree of the dispersion depending on the emotion (Table I). 
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The ‘‘scattering quotient” of the table is the number of names offered 
as best terms for each picture divided by the number of returns. The 
table shows horror and fear were interpreted with the least scattering 


Interest 
3 


Modesty 
1 


Breathless Interest 
2 


Suspicion Agreeable Surprise 
4 5 


Determination 
7 


Fig. 154. 


Kanner, Leo: Judging Emotions «ХЕ Expressions, Psychological Monographs 
1931. 


quotient, and shame with the highest. Table II, showing the distribution 
of scores among the students, indicates the women to be slightly more 
capable of judging emotions from the posed photographs. Table III 
shows the percentage of photographs identified by individual students. 
Table IV shows contrasting scores, high and low, given to indicate the 
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great variation in the ability to judge emotions and to imagine a suitable 
situation or utterance for the emotion. He found little correlation be- 
tween the performance score on this test and intelligence rating (Table V). 


Physical Suffering 
10 


Sympathy Despair 
13 E 14 


Fig. 15B. 


e. Physiological Participations.—The physiological partieipations have 
been and still are the object of almost feverish search in the hope of 
gaining definition of emotional states in eonditions (largely clinical) where 
introspective accounts and general behavior give meager or paradoxical 


results, 
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TABLE I 


First AND SECOND LEADING TERMS, SCATTERING QUOTIENTS, AND ‘‘No REPLIES’’* 


FIRST LEADING TERM | SECOND LEADING TERM 
(%) (%) XR ав 
EMOTION = 8 
PRESENT PRESENT 
STUDY FELEKY STUDY FELEKY  |QUOTIENT % 
Fear Fear ‘Terror Horror Fright 0.12 2.0 
(81) (14) (17) (12) 
Hate Anger Ugliness |Hate Disgust 0.30 0.7 
(18) (13) (7) (1) 
Sympathy Sorrow Worry Pity Anxiety 0.20 7.0 
(14) (10) (13) (9) 
Despair Anxiety Despair Despair — |Distraetion 0.21 ПЕП 
(10) (11) (10) (9) 
Rage Anger Horror Rage Rage 0.18 3.0 
(24) (16) (16) (9) 
Disgust Disgust Disgust Scorn Repugnance 0.15 0.75 
(49) (36) (4) (4) 
Sneer Contempt — |Sneer Scorn Contempt 0.35 9.5 
(10) (33) (9) (19) 
Contempt Disdain Contempt |Scorn Scorn 0.41 12.0 
(16) Disdain (16) (11) 
(21) 
Shame Coyness Modesty |Coquetry |Coyness 0.53 3.9 
(17) (22) 00) (10) 
Breathless interest| Surprise Surprise |Wonder  |Wonder 0.18 4.5 
(54) (30) (5) (14) 
Interest Pleasure Interest — |Interest [Expectancy 0.32 3.8 
(17) (22) (9) (19) 
Suspicion Fear Fear Suspicion [Dread 0.29 5.7 
(19) (17) (17) (9) 
Surprise Surprise [Surprise | Astonish- |Wonder 0.22 1.3 
(62) (52) . | ment (12) 
(9) 
Pity Pleading — |Tender- {Pleasure Sympathy 0.51 6.2 
(7.5) ness (6) (14) 
(18) 
Determination Anger Determi- |Determi- |Firmness 0.30 о 
(24) nation nation (8) 
‚ (23) (23) 
Anger Puzzlement |Anger Anger Worry 0.26 5.7 
(S) (9) (6) (8) 
Horror Horror Horror Fear Terror 0.11 1.5 
(23) (32) (19) (13) 
Physical suffering |Headache (Phys. suf-|Pain Mental- suf-| 0.15 1.5 
(34) fering (11) fering 
(25) (16) 


*From Kanner. L.: Judging Emotions From Facial Expressions, Psychological 
Monographs, 41: 41-43, 1931. 5 MUNDUS NES 


— 


STUDENT'S PERSONALITY STUDY 89 


TABLE II 


DiSTRIBUTION OF SCORES AMONG THE SUBJECTS* 


cone MEN WOMEN BOTH SEXES 
B NUMBER 9% NUMBER % NUMBER % 
Above 8.0 3 0.8 0 0.0 3 0.7 
7.1-8.0 43 11.8 4 9.0 47 11.5 
6.1-7.0 90 24.7 12 26.7 102 25.0 
5.1-6.0 120 33.0 19 42.1 139 34.0 
4.1-5.0 82 22.5 10 22.2 92 22.5, 
3.14.0 20 5.5 0 0.0 20 48, 
2,1-3.0 6 17 0 0.0 6 15 
. Total 364 100.0 45 100.0 409 100.0 
*From Kanner, L.: Judging Emotions From Faciai Expressions, Psychological 
Monographs, 41: 45, 1931. 
, TABLE III 


SHOWING THE PERCENTAGE OF PHOTOGRAPHS IDENTIFIED BY THE INDIVIDUAL OBSERVERS* 


PER CENT OF IDENTIFIED PICTURES NUMBER OF STUDENTS 

0 1 
1-10 4 
11-20 14 
21-30 36 
31-40 64 
41-50 133 
51-60 72 
61-70 60 
71-80 20 
81-90 5 
90-100 0 
Total 409 


- *From Kanner, L.: Judging Emotions From Facial Expressions, Psychological 
Monographs, 41: 46, 1931. 


TABLE IV 
A* 
| PHOTOGRAPH POSED BEST TERM SITUATION AND UTTERANCE SCORE 
FOR 
Fear Fear and element of|l'inding a murdered person 10 
surprise А 
Disgust Disgust. Revulsion|Sceing decayed body. «ОЪ? 10 
of feeling 
Physical sufferi Pain Headache. ‘О, my head’’ 10 
Despair (What. shall ‘Despair Death of husband or child. ‘*What| 10 
І do по???) shall I do?’’ 
Determination Determination Asked for the hand of her daugh-| 10 


ter. ‘I will not!’’ 
Fear and indecision|Hears a sound when alone. ** What 


Suspicion ““ассот- T 
iE ( was that noise?’’ 


panied by fear''— 


Bade Indignation Has been slapped on the face. 8 
*CYou—you—"' 

Horror Fear Sight of a ghost. Scream 9 

Hate Contempt Toward & man who double-erossed 7 
her. ‘You eur!" 

Sneer elf-conseiousness |Has been given a compliment. 2 


*CYou flatterer?? 


Total score 
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Bt 
li POSED BEST TERM SITUATION SCORE 
Despair Worry Failure _ 1 à 4 
Physical suffering Disgust Displeasing situation 2 
Rage Horror Quick fear 3 
Horror Anger д MEE 3 
Disgust Worry Inside the mind 1 
Hate ‘Depression Mental agony a 
Fear — — 0 
Interest Sorrow — 1 
Righteous anger ‘Depression — 1 
Suspicion Fear — 6 
Breathless interest {Horror -- 1 
Sympathy Sad — E 
Total score 2.25 


*From Kanner, L.: Judging Emotions From Facial Expressions, Psychological 
Monographs, 41: 47, 1931. 


TABLE V 


CORRELATION BETWEEN JUDGMENT OF FACIAL EXPRESSION AND RESULTS OF THE 
THORNDIKE INTELLIGENCE TEST* 


JUDGMENT INTELLIGENCE RATING 

OF FACIAL 91- | 101-| 111-| 121-| 131-| 141- 

uxpressron (51—60 61-70 71-80 51-90 | тоо | 330 | 120 | 130 | 140 | 150 TOTA 
21-25 I 2 
2.6-3.0 1 1 
B 5j 1 $ 1 3 
3.6-4.0 1 1 2] а 2] 2 10 
41-45 20 EON а cao Keg Mss T. | 20 
4.6-5.0 onere Вт 3 а ae 
51255 Cal c Е Mr t 27 
5.6-6.0 ао о 40 
6.1-6.5 1 wears s в st | cmm ав 
6.6-7.0 1 в eg ugs [б 6 26 
7.1-7.5 e е g 21 
7.6-8.0 а 3 
8.1-8.5 $ 1 

Total 1| 1] $]| 8| 36.39 aa | 48 | 38 |8198 


DOLAR aa : Judging Emotions From Facial Expressions, Psychological 

Sinee the emotions work largely via the sympathetie nervous system, 
the endoerine glands, and the unstriped museulature, the field of research 
is very extensive. Dunbar’s compilation’ of the literature shows this 
clearly. The reactions chosen for discussion here are among the com- 
monest and have received the most attention. In spite of this, the reader 
will be impressed with the dearth of aceurate data eoneerning them and 
the diffieulty of interpreting them. The problem will perhaps be better 
handled in the future by using multiple types of determinations and in 
conjunction with other methods and correlating the results with consti- 
tutional types. 

The functions easily influenced by emotions are pulse rate, blood pres- 
sure, blood sugar, respiratory rate and depth, basal metabolic rate, gastro- 
intestinal functions, and electrodermal reactions. 
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Pulse Rate-—This has been declared to be the most easily detectable 
vhysiological evidence of emotion, and an inerease is the rule. This may 
emount to 50 per cent or more. On the other hand, in thin asthenie 
vagotonie individuals the author has seen bradycardia result from anx- 
iety, the pulse dropping to 50, and returning to 70-80 when the anxiety 
had passed. The subject fainted with the bradycardia. It may be that 
this was an abnormal emotional state in degree and in his reaction to it. 


Common experience points to the most increase in those emotional 
states with a certain anticipation with or without clear object reference: 
anxiety, fear, anger, tension. Hypnotic suggestion of these emotions 
produces like results, and in anxious dreams the pulse has been observed 
‘o be fast Less is known of the findings in pleasurable states and in 
normal depressive states. 

The relation of the degree of subjective emotion and of the response 
s а moot question. Constitutional features certainly play a large rôle 
in this. 

Blood Pressure,—This is responsive to emotional states, the anticipatory 
renetions as above noted giving the greatest reaction. The systolic level 
is elevated, the diastolic level less so. Accurate data are lacking, but 
common experience meets with increases of 20-40 millimeters of mercury 
in the systolic, and 5-15 millimeters in the diastolic pressure. As with 
the pulse rate, acute emotions are thought to produce greater reactions 
than subacute or chronic ones, but this point needs closer observation, 
especially since there is some suspicion that permanent change may some- 
times result from structural and functional alteration of the parts in- 
volved, the direct result of the emotional experience. 

Larson? and Marston" have studied the blood pressure rise as an indi- 
cation of conscious deception and find it practically always present along 
with changes in pulse rate and respiratory rate. 

Blood Sugar.—The blood sugar has been a favorite item of investiga- 
tion in relation to emotion. Cannon? noted an increase in blood sugar 
in his experimental animals showing pain, hunger, fear, and rage. Can- 
non noted glyeosuria and hyperglycemia among athletes and spectators 
at athletic contests, and Maranén™ found hyperglycemia in airplane pilots 
before and after flights, related to the fear inspired by the experience. 

Gildea and his co-workers’? studied the fasting sugar level in severe 
emotional states in normal people and noted substantial elevation of the 
sugar level only in those individuals who genuinely feared death to them- 
selves or loved ones. 

Most of the work on sugar metabolism, both fasting blood sugar and 
sugar tolerance, has been done in pathological conditions, and it is doubt- 
ful if the results can be immediately used as applying to normal emo- 
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tional states. There is evidence that acute states give more pronounced 
changes in blood sugar level than the chronic emotional states. 
Respiratory Rate—The acute responsiveness of the emotional states 
must have been the basis for the ancients’ conception of life as the spirit 
(breathing). Increased rate is the general rule in all anticipation and 
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Negative reactions ~~ 
Positive reactions 
Biphasic reactions ~~ 
Prolonged negative reactions 


Fig. 16. 


Odegárd, O.: The Psychogalvanic Reactivity in Normals and in ERE Psychopathic 
SORdiCO ss Acta Psychiatrica et Neurologica 5: 57, 19 
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Fig. 17.—'The standard type of curve. 


Odegárd, O.: The Psychogalvanic Reactivity in Normals and in Various Psychopathic 
Conditions, Acta Psychiatrica et Neurologica 5: 62, 1930. 


tension states with or without object reference, as above noted. Rate 
inereases from 14-18 per minute to 22-30 per minute are common. Depth, 
regularity, and force are other features which should be correlated for 
accurate study. Occasionally increased rate and depth lead to respira- 
tory tetany. Larson finds the respiratory changes more useful than blood 
pressure increases in detecting deception. 
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Rasal Metabolic Rate—This has been the object of experimentation. 
(ate and Traumann™ measured the basal metabolic rate in normal sub- 
jects in hypnosis in whom certain strong emotional states were induced. 
Increases up to 25 per cent were noted. Whitehorn and his associates! 
found inereases up to 22 per cent in hypnotically induced anxiety and 
apprehension states, but no inerease in depressive, elated, or irritable 
moods. 

Gastric Punctions.—Stewart Wolf and Н. G. Wolff!’ had the unusual : 
opportunity of observing gastrie seeretion in a laboratory technician with 
a long-standing surgical gastrie fistula. They observed in conditions of 
well-being and relaxation a basal color of the mucosa, low-amplitude 
rhythmic contractions at the rate of З per minute, and a gastric secretion 
of 3 to 5 се, of 0.166 normal hydrochloric acid per hour. Every 2 to 3 
hours there occurred a transitory phase of hyperemia, hypersecretion, and 
vigorous contractions, lasting about 20 minutes. 

Hyperemia and increased acid production were always closely correlated, 


and. whereas vigorous contractions did not always accompany hyperemia, 
they did not occur in its absence. 

in states designated by the authors as sadness and fear, there was a 
depression of gastrie functions. By contrast, in states of anxiety, hostility, 
and resentment there was an acceleration of gastrie functions. When the 


gastrie mueosa was engorged, gastric contractions of an ordinarily benign 
sort were appreciated as painful, with the complaint of heartburn. In 
these conditions spontaneous hemorrhages in the mucosa occurred, and 
minor traumas induced hemorrhage. 

Electrodermal Reactions.—The psychogalvanie curves offer another clue 
to the physiological participation in an emotional reaction. The subject’s 
hands are connected in series with a d’Arsonval galvanometer. Various 
questions designed to elicit an emotional response are asked of the sub- 
ject, or loud noises or other startling stimuli are set off in proximity to 
him. The degree of deviation of the string of the galvanometer is re- 
lated to the fluctuations in the skin potentials, resulting from sympathetic 
nervous system stimulation as a part reaction in the total emotional event. 
Identical situations have been shown to give rise to great variation in 
response. The variations range from absolutely flat eurves to the most 
violent fluctuations—all in normal, well-adjusted individuals. Such find- 
ings are important for a determination of basie emotional patterns and 
capacities for display. 

Odegárd'* studied the psyehogalvanie reaction in medieal students at 
the Johns Hopkins University to determine the general vegetative-emo- 
tional reactivity. He found four types of reactions: (1) negative re- 
actions, (2) positive reactions, (3) biphasie reactions, and (4) prolonged 
negative reaetions (Fig. 16). He noted also a standard curte” (Fig. 17) 
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in which the galvanometer string has periods of rest between stimuli, 
the reactions are regular in shape and have a clear relation to the stimuli; 
and he noted numerous atypical curves: curves with decreased reactivity 
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Fig. 18.—Curves with decreased reactivity. 1, low reactions. 2, no reactions at all. 


ödegård, O.: The Psycholgalvanic Reactivity in Normals and in Various Psychopathic 
Conditions, Acta Psychiatrica et Neurologica 5: 63, 1930. PREX RBopsthle 
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Fig. 19.—Continuous curves, 1, with high reactivity. 2, with decreased reactivit: 
ddegird, О.: The Psychogaivanic Reactivity in Normals and in Vari sychopathi 
Conditions, Acta Psychiatrica et Neurologica KA 65, 1930. Gee ieee ee aM 


(Fig. 18), continuous curves either with decreased or increased reactivity 
(Fig. 19), curves with decreased positive component, and stair-shaped 
curves with ho positive component (Fig. 20). 
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The standard curve occurred in 65 per cent of the normal subjects 
(the atypical curves occurred in 8 per cent). Only the standard curves 
may be used for recording direct relationship between reaction and 
stimulus. He found the amplitude had to be used with caution as an 
index of the degree of the reaction, since it tended to decrease as the 
experiment continued. He warned also against the assumption that the 
positive and biphasie reactions mean stronger emotional response than 
negative reactions. He suggested the latency period between stimulus 
and response as perhaps a more valuable index of the degree of emotional 
reaction. T 

It is interesting that an absence of reaction was noted in only 1 per 
cent of the normal subjects. 


ит ap) SY = Гүлина EEEE 
1. 


— ud iE V. 


ee eee 90 [SEASONS 


а ааваа tt ЕП ГА ЕПП БАН БП ЕЗ ШЕ ЕП БЕЙ БАШ БА НД 


pee куштт eo E BEMEGÉSH 


Fig. 20.—1, Curve with decreased positive component. 2, Stairshaped curve with no 
positive component. 


ödegård, O.: The Psychogalvanic Reactivity in Normals and in Various Psychopathic 
Conditions, Acta Psychiatrica et Neurologica 5: 66, 1930. 

While the similarity of reaction in various emotions has been recog- 
nized, the search for specifie criteria for different kinds of emotions and : 
different degrees of the same emotions goes on. It is complicated by the 
issue of acuteness or chronicity in the emotional state. There is evidence 
that in chronic states certain reactions of a balancing sort change the 
features of the acute state. Convincing results must await pluralistic 
studies on isolated emotional states without admixture, and then in con- 
nection with good constitutional studies. It is a fascinating field with 
the surface barely seratched since authentic data significant for any basic 


study of emotions are sadly lacking. 
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While all the physiological phenomena noted above (and many others) 
are found in emotional reactions, they may be present singly or in com- 
bination. No method is known for determining accurately in advance 
which ones may or may not appear. Their value simply depends on their 
presence; their absence does not denote absence of the emotion. 


3. Experimental Work With Animals.—Bard'* has produced in eats per 
manent states characterized by easy arousal to ‘гасе’ by section of the 
brain down to the anterior hypothalamus. The remarkable phenomena 
noted include: 


a. Violent fits of rage when the cat is stroked on the side of the body 
homolateral to the lesion. 


b. The cat can stroke himself against the observer without any such 
reaction, indeed with the customary signs of pleasure, ‘as purring. Thi: 
shows experimentally the psychological difference between the reaction 
produced when the subject is recipient and when he is the initiator of 
the activity. In this respect it is analogous to the reaction obtainable 
at times in humans in regard to tickling; one may not be able to endure 
being tickled but may tickle himself with impunity. 

c. The rage reaction disappears completely when the animal is in heat 
or is given estrogenic hormone. This fact is in need of further elucidation. 

Cannon points out that anger is the only one of the common emotional 
states producible in the decerebrate animal. All others apparently de- 
mand cortical participation. 

4. Situations Producing a ‘‘Rise.’’—Of equal or greater interest is a 
study of the particular situations which habitually get a ‘‘rise’’ out of 
the subject. This is an intensely individual matter, the resultant of con- 
stitutional and life experience factors. Likewise a history of the fate 
of the ‘‘rises’’ with the maturing processes is of great importance for 
the study of the individual. These are the reactions usually disposed 
of with the statement, ‘‘That’s just the way I am.’’ To come to closer 
understanding may demand painstaking effort at unravelling early emo- 
tional experience, especially intrafamily drama. 

5. Effect of Emotions on the Cognitive and Conative Processes.—The 
effect of the emotions on the quality of the cognitive and conative proc- 
esses is also important. Emotionally determined memory apparently is 
based on quite different processes than impersonal or casual memory. 
The effect of emotions on attention and grasp may be easily demonstrated : 
e.g., the defective class performance of a “good” student troubled by 
illness of a member of the family. 

The author had opportunity to observe the devastating effect of the 
profound emotional stirring ineident to the entrance of the United States 
into the World War on the capacity for grasp and ability to learn caleulus 
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in a young man who had done exceptional work in mathematics before 
this time. The student simply could not **understand" the subject mat- 
ter at the time, in spite of his apparent desire to. He solved the issue 
presented by the emotional disturbance by going to the Army; he re- 
turned in two years to do excellent work in this and other mathematica! 
subjects. 


The conclusion to be drawn is that emotion may, but need not, lead to 
interference. The effect of acute versus chronic emotional states on the 
cognitive and conative processes again may be noted but must remain 
a highly individual matter. The effects of emotions on the conative 
tendencies are well known. Many people use alcohol, e.g., only when 
slightly ‘“‘low’’ in spirits. 

Rexford B. Hersey'? has made a study of the effect of emotions on the 
productivity of railroad workers. Two important facts emerged from 
this study: (1) ‘Positive’? emotional states of a pleasant sort conduce 
to a higher productivity, and conversely ‘‘negative’’ emotional states o! 
an unpleasant sort to a lower productivity; (2) spontaneous fluctuation: 
of no uniform degree or persistence in the emotional states are the rule 
(Fig. 21). During the higher or more pleasant emotional periods th 
sense of effort necessary to production was less, and the fatigue more 
easily reeuperated from than in the period of lower emotions. It is 
easier to draw practical conclusions from such a study than to deduce 
satisfactory theoretical explanation. 


6. Racial and Cultural Differences.—In addition to individual differ- 
ences, racial and cultural factors play an important réle. The popular 
classifications of nationalities by temperaments, as volatile, cold, harsh, 
friendly, testify in an inaccurate way to certain general impressions not 
difficult to gain, and harder still to eradicate when once accepted. That 
they are not without some basis, however, is seen in the wide differences 
in folk songs and other native musie of various nations (or peoples). 
Even the eating and drinking habits testify in a suggestive way to the 
same differences. 

Rorschach” pointed out the difference in charaeterologieal make-up of 
the peoples of different Swiss cantons, largely on the basis of the affec- 
tive expression as determined by his ink-blot test. 

7. Language of the Emotions.*—The language of the emotions is rich 
in metaphor—largely the substitution of the word expressive of the 
physiological part reaction for the whole reaction; as, ‘‘feel,’’ from Anglo- 
Saxon, folm, palm of the hand; “‘hot shame," ‘white anger," ‘‘cold 
dread," ‘lowering rage," ‘frozen with horror," “sick with disgust.” 
Caricaturists’ cartoons, through the use of loose analogy, capitalize on 


*For a detailed discussion of this topic see Gustav Stern: f 
Meaning With Special Reference to the English Language, Götebors, 1941, TED 
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structural peculiarities to stress temperaments, as the chinless Andy Gump 
for lack of personal courage and useful aggressiveness. 

To be noted also is the method of expression of strong emotion by use 
of terms commonly having an opposite meaning, as abusive terms for 
endearment, or the opposite; as ‘“‘That was a bright thing to йо!” as a 
commentary on a particularly stupid act. Or, on suddenly meeting a 
long lost friend, ‘‘Why, you old fool, how glad I am to see you!’’ Also 
the admission of an emotional state by the denial of the opposite; or by 
understatement, as, ‘поё too happy” for sad; and, ‘‘I feel a bit sick- 
ish,’’ for distress. 

There are many other rhetorical devices for expressing the nuances 
of emotions. They all depend on the understanding by the hearer of 
enough of the context to make the real intention of the speaker imme- 
diately apparent. For this reason foreign language or great cultural 
differences may present a real barrier to the ready appreciation of emo- 
tional states. For example, English-speaking foreign students commonly 
misjudge the emotional status of American Negro patients. 

5. Emotional Maturity.—Emotional maturity represents a goal all should 
achieve and normal adults possess. The term indicates: 

a. The free display of the emotions as in childhood has suffered a trans- 
formation, the net result of which is a type of activity more socialized 
and useful and less egocentric than could have been possible otherwise. 

b. This transformation is (a) quantitative, in the sense that disturbing 
part reaetions are reduced, and (b) qualitative, in that the original mean- 
ing becomes more socialized and less egocentric. This process is often 
loosely called sublimation. 

c. Emotional maturity results from certain developmental capacities 
for the growth of a personal ideal, from sobering personal experience, 
and from the weight of the social structure which demands a live-and- 
let-live philosophy, with a capacity for self-observation, and for fusion 
of emotions with the topical assets into a coherent whole. Emotional 
maturity is not to be confounded with various brands of sophistication, 
laissez-faire, and nihilism which tend to negate the usefulness, even the 
actuality, of the emotions. Such self-deception is rather patent to all but 
the participants. 

9. Sentiment.—The term sentiment* has been variously used, but in 
the study of the normal may be thought of as a group of ideas closely 
associated through a common emotional tone and leading to appropriate 
activity. A sentiment is a derivative, therefore, of an emotion, arising 
from fusion with the topical assets. Common sentiments are love, pa- 


*See—' lex and sentiment. Contributions to the symposium 
prepared "es Eon HE Bane British Psychological Society in Manchester, July, 
1922, by (I) W. Н. R. Rivers, (II) A. G. Tansley, (III) Alexander F. Strand, (IV) 
T. H. Pear, (V) Bernard Hart, (VI) Charles S. Myers. Brit. J. Psychol, General 
Sect., 13:107-148, 1922. 
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criotism, religious fervor or piety, parental feeling toward children, sense 
of justice, ethical sense, ete. In mature life, sentiments have replaced 
to a large extent the crude emotions of childhood, They result from the 
‘moral training” of the prevailing culture. In addition to these senti 
ments, by and large the property of all, individual sentiments may de 
velop, as reactions to personal experience. As long as they do not make 
for personal-social difficulty, their normality is not questioned. 

10. Belief —Belief refers to those sentiments carrying the conviction 
of rightness or truth, ete. which serve the end of fulfilling persona! 
and social needs, strongly entrenched, if not always recognized. Belie 
therefore is in the last analysis not open to logical argument. A libera! 
minister of the author's acquaintance as a youth accepted with intellectua! 
pleasure the Darwinian concepts as applied to the lower animals, but he 
balked when they were applied to man. Why? Argument aside, the atti 
tude rested on the belief that man is not to be compared with the lowe 
animals, ete. In short, the belief was the reflection of some deep-seate:' 
personal need, and in keeping with his own cultural background, whic! 
demanded such a statement of things for its expression. The deep-seated 
needs so involved are strong affective and instinctual tendencies as the) 
have been molded by the experience of the earliest years and by the cultura 
pattern. They serve as methods of defense against primitive personal and 
social insecurity. The cultural pattern obviously is composed of personal 
beliefs projected outward onto the cosmos. This pattern in turn molds 
significantly the individual beliefs, so much so that the ‘‘normal’’ person 
deviates from the generally accepted societal beliefs only in minor ways. 
New beliefs of adult life are much more akin to hypothesis, i.e., assumptions 
serving a useful purpose to accomplish work through their ‘‘as if’? con- 
struction, and open to alteration in keeping with demonstrable fact or 
with their degree of proved usefulness.?" 

Angyal" has stressed two primary trends within the developing per- 
sonality: the trend to autonomy, and the trend to homonomy. Briefly 
put, this states that every individual seeks to be himself, different from 
all others (autonomous), but not too different; to be like others (homonous) 
but not too alike. 

These two trends are nowhere better observed than in the development 
of the sentiments and beliefs, constituting essentially the personal ideal. 
The individual treasures his beliefs and sentiments for their individuality, 
and for their cultural acceptance. Tt is in the nice balance between these 
two factors, in their varying proportion, that the individual finds a sense 
of ease with himself and with his cultural milieu. 

It is apparent from this that beliefs may be little budged by argument, 
but may yield to persuasion and suggestion, utilizing to the full affective 
rapport. If this process is extended to the culture, education becomes 
the preferred method. In these latter years we have seen dramatic and 
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gic examples of beliefs arising from the calculated efforts of groups 
control of all education and used for propaganda of a malicious sort. 
t follows that a determination of the values of beliefs is important for the 
"ture welfare of the individual and of society generally. 


C. RANGE AND FLUCTUATION AND VARIABILITY OF FITNESS 


in this section the health record and attitudes are obtained, together 
with a picture of the proportional elements of a ‘‘standard’’ day and 
the fluctuations, with the balance between the required and the sponta- 
neous performances. 


Health Record and Attitude to Health 


Work.—How much time given to it; regularity of working habits; re- 
sulting fatigue? 

.cisure.—How much time for leisure, how utilized—for relaxation, or 
for tension in other directions? Does it prepare for a desire to work 
? Social or solitary pursuits. 

rgy.—Amount, fluctuations, ease of ‘‘exhaustion,’’ and conditions 
necessary to recuperation; morning-evening variations. How dependent 
on cmotional factors, or on success or failure? 

ep.—Amount in hours, the sleeping habits; relative ease in falling 
asleep. Early ог late riser? What part of the night seems to give most 
recuperative sleep? Refreshed after sleep? Day naps and effect on night 
sleep? Effect of occupation, emotional factors, seasons on character and 
amount of sleep. How much sleep do you consider you need? 

Dreams and their effect on the sleep. Do you sense any significance 
(e.g., wish fulfilling) in the content of the dreams? Are they exclusively 
visual, or also auditory, olfactory, etc.? Any affective hangover from 
dreams; of what sort, and for how long? Recurring dreams, or serial 
dreams? 

Do you recognize any temporary phases of loss of initiative or inhibi- 
tion of decision? How do you account for it? 

What is the róle of health factors on the above items? 

Draw up a sample day at work, and one when free, indicating the curve 
of efficiency in its temporal relations. 

What general rules do you deduce as to the proper balance of the above 
factors, and how much latitude do you allow yourself? 

What is your concept of spontaneity? What use do you make of it? 
How is it related to freedom and discipline? 

How much do you think the so-called needs in work, rest, sleep are the 
result of habits? What has been your experience with voluntary or en- 
forced change in the balance, and with what effect on your feeling of 
general efficiency? 


m 


g 
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C. RANGE AND FLUCTUATION AND VARIABILITY OF FITNESS 
SOME SPECIAL ITEMS 


1. Physical Health and the Attitude to Health.—The state of the phys- 
ical health from birth on is important for (1) its effect on the develop- 
ment of the cognitive, eonative, and emotional assets; and (2) its effect 
on the development within the patient of an attitude to the health issue 
personal or in others. 

The effects of illness derive from the aetual nature of the illness and 
from its chronicity or acuteness. Unless permanent residual effects un- 
fortunately result, acute illness commonly leaves little aftermath in the 
determination of health attitudes. Chronic illness, on the other hand 
works profoundly to create invalidism, dependency, feelings of inade 
quacy from unfavorable comparisons and attempts to surmount these 
difficulties. The attitude to health among adults is extraordinarily varvi- 
able, compounded of (1) the early exposure to the family health atmos 
phere, (2) the personal experience with illness, and (3) artificial stand 
ards of what healthy functioning should consist of, the result of tha! 
rampant individualism which assumes each one to be the best judge o! 
what is best for him, and of the dissemination of health information, 
sound or otherwise. Suffice to say that among the rank and file of nor- 
mal people wide differences are exhibited, from a constant awareness 
of health issues—as shown in the well-stocked medicine chest, talk at the 
breakfast table about the night’s sleep, checking on the bowel action, 
guarding against all the minor mishaps—to rather complete ignoring of 
health issues, even to disregard of health conventions generally accepted 
as necessary. An impressive array of health taboos has developed around 
the menstrual functions, most serving no useful health function, and in- 
volving ancient beliefs not questioned as to their psychological motives. 

It does not pay to be either too strict or too lax about such things. Serious 
health advice of only a few years past appears now as patently absurd. 
To seek advice on general health matters is commendable, but this should 
in no wise mean the abdication of one’s own critical common sense, The 
healthy adult is able to take his health for granted within reasonable 
limits, determined by experience and competent advice. 

The problem of handicap is so universal as to merit inclusion in a dis- 
cussion of normal health. Most adults will admit to some degree of 
handicap which has been met and satisfactorily dealt with. The methods 
for overcoming handicap range from denial, or suppression, to compla- 
ceney or the ignoring of it in the use of other assets. Tolerance for 
health handicap in the self and in others plays an important réle in 
making for a feeling of ease in regard to this issue. The potential atti- 
tude to illness and handicap can often not be accurately gauged because 


STUDENT’S PERSONALITY STUDY 108 


the subject has never been brought to test on that score. Allowance must 
be made therefore for the possibility of change in appropriate circum- 
siances in what appear to be permanent attitudes. Louis Pasteur pro- 
vided a notable example of produetiveness after a severe acquired handi- 
cap; Helen Keller, one of the best known useful compensatory reactions 
to eruel lifelong handicap; Mareel Proust in his productive years built 
his regimen about his handicap. 

That the health issue is of universal importance may be easily verified 
by noting the amount of health talk in conversations among all classes 
everywhere, in the amount of space devoted to health in ‘‘home’’ maga- 
zines, in radio advertising, ete. It is one of the neutral grounds like the 
weather for easy social intercourse. If its importance ended there, no 
serious objection to the practice could be raised. Too often the deeper 
meaning of health attitudes becomes apparent only in the days of adversity. 

The well-adjusted normal adult has a reasonable conception of what 
to expect of his health and has fitted the matter of his health into the 
general framework of the total satisfactions in living. He neither ignores 
nov overemphasizes. He is willing to remain plastic in regard to its im- 
portance within this general framework in every new situation as it arises. 

For most people health derives its greatest importance not so much 
from the personal discomfort when it is absent as from the fact that it 
is indispensable to the best use of the other assets. To be healthy means 
to have the capacity for working, which in turn makes home life, eco- 
nomie security, even play possible. This fundamental position is the 
basis for the strong need for insurance. 

2, Energy, Endurance, Fatigue.—The capacity for sustained effort either 
physiological or psychobiological is a very individual matter. Psycholog- 
ical experiments show a tendency to a better visible output of work if 
the task is broken by repeated short rest periods. For some types of 
work—as manual piecework—the interruptions may be systematized, best 
placed at such times when the produetion begins to fall off. For mental 
work of a creative sort, the widest latitude is necessary. Some subjects 
do best by a similar method of working, others by long intense work 
periods followed by complete rest. 

Forbes? of the Harvard Fatigue Laboratory distinguishes physical 
fatigue, mental fatigue, and nervous fatigue. The first refers to the fatigue 
resulting from the extensive use of one or more muscles. The accumulation 
of lactic acid in the blood is the most useful index for the determination of 
the degree of fatigue from museular work. Fig. 22 shows the individual 
variation as determined by this method. Lactic acid accumulation is not 
a primary cause of fatigue and “еге appears to be little prospect of de- 
veloping a simple and adequate hypothesis regarding the origin and nature 
of fatigue.'?* Rest and food aid recuperation. 
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By mental fatigue, Forbes means the fatigue resulting from prolonged 
mental effort of a sort with little emotional content, and producing a rore- 
tion compounded of boredom, relaxation, and sleepiness. Rest, sleep, or 
turning to physical activity bring about a sense of recuperation. 

By nervous fatigue, Forbes refers to the reaction after prolonged worry, 
emotional strain, hurry, anxieties, and the effort to work up to one’s сарло- 
ities. It is characterized by the ‘‘jitters,’’ jumpiness, irritability, as well 
as tiredness. Rest, transient change of occupation, diversion, ete., all sid 
in reeuperation. This sort of fatigue has not been successfully produced 
experimentally and consequently the data rests on clinical observation. 
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The most popular theory in regard to mental energy is that of a more 
or less fixed fund. This theory has been exploited most fully in the 
psychoanalytic doctrine, with its physical analogies of free and fixed or 


bound energy investments. Gillespie** quotes Adolf Meyer as seeing in 


this not so much a matter of energy allotments to various instincts, as 


а č Е 
of “initial general responsiveness, vigor of choice and sound habit." 
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Janet’s psychology system is built up on a hierarchy of energy systems, 
which the mental constitutes the level with highest “tension,” and 
p and coma the lowest. These analogies are obviously borrowed 
directly from physical science and have the limitation always present in 
the transfer from one science to another, besides the fatal likelihood of 
Yering a spurious explanation and so of stifling inquiry. 

Gillespie** suggests that, if analogy is to be employed at all, from the 
standpoint of the integrated organism ‘‘the psychical factor [may be re- 
garded] as the intensity component, and the somatic factor as the capac- 
ity ecomponent.’” 


FATIGUE HANGING TEST 
PSYCHOBIOLOGICAL LABORATORY 
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Fig. 23.—Normal hanging test record A dope is repeated at 10-minute intervals 

The subject of energy and fatigue is not very well adapted to experi- 
ment because, except in the case of simple muscular effort, it is impos- 
sible to exclude other factors such as (1) the effect of work habits, (2) 
attention and concentration fluctuations, (8) interest, (4) other subjec- 
tive attitudes with emotional bases. None of these factors in turn is open 
to quantitative estimation. About the best that can be done is to gain 
the cooperative effort under subjectively and objectively optimal condi- 
tions, to measure the result in some manner, and to note the effect of 
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distraction and of emotional experience on the performance. The test 
may be repeated for observations as to consistency of performance diur- 
nally or from day to day. 

Richter* has shown that healthy adults can hang suspended by both 
hands from a horizontal bar an average of 60 seconds. On repetition of 
the test at 10-minute intervals, a gradual decrease in the hanging time 
is noted, Distraction by being asked to do mental arithmetic during the 
performance increases the hanging time as much as 20 per cent (Fig. 23). 
The individual hanging time is fairly constant, but considerable varia- 
tion is noted in different individuals. That this ability is related to 
endocrine and metabolic factors is shown by the marked improvement 
in the performance of patients suffering from myasthenia gravis or fron: 
sexual hormone deficiency with specific treatment. 

The speed of recuperation of the feeling of renewed efficiency after 
effort is as important as the degree of fatigue from effort. Ease of re- 
euperation is most variable. The fatigue from great physical effort may 
be recovered from after only a short rest or sleep; whereas fatigue from 
mild sustained mental effort may require much longer. The factors of 
anxiety, interest or boredom, monotony or diversity of task, anticipation 
or resistance are important determining factors separable only with diffi- 
culty from the nonmental factors. 

he sense of fatigue normally comes after effort and toward evening 
for day workers. “Tiredness” in anticipation of a task or at its incep- 
tion should be suspected as a metaphorical use of the word expressing 
an unpleasant emotional tone. Such use confuses diffuse tiredness with 
that topical ‘‘tired of it” feeling. Awareness of this difference may be 
impaired by the similarity in subjective feeling or by emotional resistance. 

How to recuperate best? Complete rest and relaxation for some, a 
change of effort in a new direction for others—these are the common 
alternatives. In general, it is the problem of the capacity for spontaneity 
and what to do with it. 

The problem of energy-fatigue-recuperation arises in relation also to 
the balance in the day, week, month, and year of work and play, or 
perhaps better thought of as required and spontaneous effort. The day 
or so off in the week and the weeks in the year are by common agreement 
not only pleasurable but essential to the best effort. How much “‘time 
off” is necessary is an individual problem. There is considerable proof 
that the demand for reduction in working hours is greatest from groups 
whose occupation is strictly a matter of breadwinning and whose pleas- 
ures are found elsewhere. Professional groups: generally fuse both ele- 
ments in the work. But other factors enter to make for a feeling of 
energy or fatigue: age, degree of security, the sense of being exploited 


*Richter, C. P.: Unpublished data from the Psychobiology Laboratory, the He 
Phipps Psychiatrie Clinic, and the Johns Hopkins University. ^ Ey Aber 
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of freedom, ete. There have been notable examples of individuals 
whose real interests in living have had little to do with the routine anchor 
to security, but in whom some fusion of superficially discordant elements 
was achieved. One might mention Pierre Loti who used his official job 
as foreign representative of his country to furnish the bases for his lit- 
erary efforts (e.g., Madame Chrysanthéme). 

3. Leisure—Spontaneity.—What to do with leisure? Modern society 
has standardized the use of leisure time so that shortly its possessor finds 
himself in as inexorable a routine as he is in his working hours. The 
important contrast is between the required and spontaneous effort. Spon- 
taneity? is practically a lost virtue, crowded out from birth by a wealth 
of finished produets designed to divert, amuse, distract temporarily with- 
out offering opportunity to find out what unknown springs of interests 
and action tendencies may exist, needing discovery and development. 

it would be an interesting study to determine to what extent the sup- 
porting interests -of leisure time in adults of middle age and beyond— 
beyond the intense competitive period of early adult life—are based on, 
if not actually repetitions of, early childhood pleasures; and furthermore 
what were the origins of these interests in direct imitation from idealized 
parents or others. 

One of the most precarious times for this problem of spontaneity is 
old age, when the strivings are over, the goals reached, and time is left 
to reflect on the successes and mishaps. What then to do with leisure? 
And in mothers the same issue comes with the children leaving home, 
bringing a shrinkage in the required duties. What to do with the new 
leisure? Clubs, book lists, sports, and organized travel all point to a 
dearth of spontaneity as much as to the wealth of opportunity. 

There have been examples of individuals who in the forties have de- 
liberately severed their lives in half, devoting the last half to an attempt 
to achieve the pleasures of spontaneity in order to balance the first half 
which was devoted exclusively to work or required effort. Some such 
experiments have been successful in people who retained throughout the 
early days of struggle a vivid idea of what they wanted when the turn 
eame. Such extreme instances must be rather rare. Generally the 
human demands his balance in fun and recreation as he goes along. 
Caution also would warn against the former system—for who can be 
sure to live long enough to see the day of the change—and who can be 
sure his ideals will survive the strenuosity? 

4. Sleep may be studied from the following standpoints : › 
а. Amount and depth Ч , 

b. Type 
e. Content 
d. Sleeping habits 


or 
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The expeetation for sleep in adults is so universally held to be eight 
hours, that deviation from this rule is held a violation of good hygiene. 
While it is true many adults do sleep eight hours, six-to-nine-hour sleep- 
ers are by no means rare. The requirements for good sleep are that the 
subject shall feel reasonably refreshed immediately, or soon after waking. 
This may require only six hours habitually. The onset of the “refreshed” 
feeling is related to the type of sleep, to be discussed below. 


Gillespie? quotes О. Marburg concerning the amount of sleep for 
various age groups as follows: 


First year 18 hours 
2nd to 5th 14 hours 
5th to 6th 12 hours 
Tth to 14th 10 hours 
15th to 50th 8 hours 
50th to 60th 5-6 hours 
Over 65 3-4 hours 


These estimates are doubtless too high in the lower age groups and too 
low in the upper age groups. The principle of progressively lower sleep 
requirements and expectations is well established, but in all groups con- 
siderable variations are to be expected since the amounts depend heavily 
on sleep habits. 

Normal sleep can be roughly separated into two types, the so-called 
“A?” type, characterized by ease in falling asleep, the greatest depth 
being attained within an hour or two, with progressive lightening of the 
sleep, and with easy waking with the feeling of being refreshed. (Depth 
is best determined experimentally by the skin resistance method and by 
the electroencephalogram.) The “В” type, with relative slowness in 
falling asleep, progressively deepening, the greatest depth occurring in 
the last hours of the sleep period, and with relative difficulty in waking, 
the refreshed feeling coming on tardily. The “A?” sleeper gets the most 
recuperation from the first few hours of his sleep, and if wakened then 
suffers little. The “B” sleeper, on the other hand, gets the most good 
from the last few hours and if wakened early suffers acutely. 

Sleep habits in relation to the social setting determine to a great 
extent the type of sleep. Rural populations are popularly thought of as 
the “А” type, and urban populations as the “B” type. It is possible 
for one whose sleep habitually was of one type to change with circum- 
stances to the other, but not without some discomfort during the transi- 
tion period. How permanent such a change would then be if opportunity 
were presented to revert to the original type is not known. 
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There have been many theories to account for sleep as a natural 
phenomenon.* Piéron saw in sleep the result of a special fatigue toxin 
acting on the brain. While excessive fatigue may produce such a prod- 
uet, the theory fails to explain habitual sleep in the absence of fatigue 
of any great degree. 

The Pavlovian experiments show that sleep may be produced in ani- 
mals previously trained to collaborate in a certain sequence of events, 
when the final event of the sequence is omitted and the abbreviated per- 
formance is continued. The animal soon learns not to react as he had 
been trained, and with the repetition of the new sequence becomes list- 
less and finally may go to sleep. This is interpreted as resulting from 
"inhibition" of the cortical centers, the process then spreading to lower 
centers governing posture, metabolism, ete. 

Demole showed that sleep could be produced experimentally by piqüre 
of the third ventricle region and by the injeetion of caleium salts. 
Potassium salts caused excitement. Hess produced sleep in eats by the 
passage of an electric current through the third ventriele region. 

Sleep as an aetive process was first established by Claparéde. It has 
an anabolie function, showing evidence of parasympathetie stimulation 
in the small pupils and the tight anal and urethral sphineters. The eyes 
diverge and turn upward beneath the lids, which condition might be 
thought of in terms of a protective mechanism to exclude light. The 
museulature is relaxed; the tendon reflexes are reduced or absent; the 
pulse and respirations are slowed; the basal metabolism is reduced by 
about 15 per cent; and the urinary excretion, while reduced in volume, 
is more concentrated in excretory products. Sleep in the light is aceom- 
panied by less metabolic change than sleep in the dark. Change of 
position in bed several times during the night, with or without waking, 
is the rule. 

The presence of sleep may not be told with absolute accuracy short of 
the use of the skin resistance method or the electroencephalogram, since there 
are no absolutely indispensable signs for sleep. Nevertheless, in general, 
no one has any great hesitation in pronouncing another awake or asleep on 
the basis of common observation, and for most purposes this suffices. Sub- 
jective estimates of the amount of sleep experienced may differ sharply 
with the observed totals, and this is based on the degree of the subjec- 
tive satisfaction obtained. 

The electrical skin resistance test has already been mentioned. The 
subject is placed in circuit with a resistance box, by suitable electrodes 
placed on the hands. A constant minute current flows through the 


*See the reviews by: Lhermitte, J.: Le Sommeil—A. Colin, Paris, 1931. Sarason 
(ed.): Der Schlaf, München, 1929, Lehmann. Gillespie, R. D.: Loc. cit. 
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system. With the onset of sleep as judged by all common observational 
standards, there is a sharp rise in the resistance of the skin to the pas- 
sage of the current; the resistance remains high until waking, when it 
sharply drops again. Richter,” who has studied normal sleep by this 
method, gives representative readings as shown in Fig. 24. 
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Fig. 24. 


Richter, C. P.: The Signiflcance of Changes in the Electrical Resistance of the Body 
During Sleep, Proceedings of the National Academy of Sciences 12: 218, 1936. 


The electroencephalogram in sleep shows a gradual development of slow 
random waves, delta waves," with a disappearance of the normal alpha 
waves, punetuated in the early phase of the transition by short bursts of 
fast waves. Bremer* found that the brain wave pattern in sleep (in ani- 
mals) was the same as that in the decerebrate animal. 


*Bremer, F. as reported in Brain, W. Russell: Recent Adv: i logy, 
Philadelphia, 1945, The Blakiston Co., р. 55. š абын SON HDD 
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Whatever the theories may say in final explanation, sleep and waking 
clearly constitute the most dramatic example of rhythmical function of 
the person. It has been thought to be deeply ingrained through the 
influence of alternating day and night. Certainly in civilized society 
sleeping habits are important not only for the furtherance of good sleep 
but also for the development of the personal attitude to sleep as a func- 
tion. The best sleeping habits in general are those which are regular, 
systematic, but not too rigid, and in which the active participation of 
the subject stops at the moment of going to bed. That is, from then on, 
the subject simply ‘‘lets go." АП the devices used to induce sleep, such 
as ‘‘counting sheep," fail in the end because they make of going to sleep 
too active a process, In type “А” sleepers the process of going to sleep 
is easier than in type “В” sleepers. 

Dreams are the ‘‘content’’ of sleep. They are visual representations 
in which there is commonly preserved a certain aloofness, or at least 
objectivity on the part of the dreamer; yet they have a strong sense of 
reality. There is swift action without regard for the usual waking 
rules in regard to time and space. Individualities are fused in a com- 
piex fashion. On waking the subject may have a clear awareness of a 
certain affect as a hangover, as of well-being, sadness or depression, 
or anxiety. 

Dreams rarely have auditory or other sensory components, and when 
these are present the effect is likely to be a disturbing one for the 
emotional state of the dreamer. 


For the most part in healthy individuals the remembrance of dreams 
is very transient and fragmentary. Concentration on some topie may 
bring about dreams of the ‘‘prophetie type"' or of solutions of problems. 
External stimuli during sleep may have a determining influenee on the 
content of the dream, as, for example, dreaming of ice skating and ої 
being cold, when the body actually is cold from having tossed off the 
covers. 

Freud?* has contributed most to the theories of the content of dreams. 
He sees in the dream: (1) The manifest content, a sort of running visual 
commentary based on the day's happenings, serving as a camouflage 
for (2) the latent content, a very personal meaning attaching to the dream 
material, having its origin in desires, suppressed in waking life, and parad- 
ing in sleep, but in a manner to throw off suspicion and likelihood of 
detection by the appearance of banality or nonsense, In general then, the 
dream is a wish-fulfilling device. The latent content is discovered by the 
free association method and by the interpretations said to attach to uni- 
versal symbols. The disregard of time, space, and clear. personal entity 
in the fabric of the dream is in keeping with the intense symbolic signifi- 
cance of the material and the productions of free association. 
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Anxiety dreams seem to offer a refutation to the general argument 
concerning the wish-fulfilling meaning in dreams. 

Farber and Fisher?? working with experimentally induced hypnosis have 
demonstrated that certain subjects have more awareness of the meaning of 
“dream language’? when hypnotized than when awake. They showed that 
this awareness was influenced by the interpersonal relationship of the sub- 
ject and the hypnotist. They also produced. experimental dreams with 
sexual and nonsexual stimuli, showing the dream language to be quite 
plastie, and therefore not to be subjected to too rigid interpretation (e.g., 
in terms of instinct psychology). 

Lhermitte* observed patients with transient or more permanent dis- 
turbance in the region of the third ventricle, who showed in the waking 
state dreamlike visual representations, of a panoramie, movielike character, 
to which the subjects remained objective and critical. He considered that 
dreams were the ‘‘positive’’ expression of disordered functioning in the 
third ventricle region. 

Not uncommon in perfectly healthy people are vivid dreamlike visual 
or other sensory perceptions in the period just before going to sleep and 
just after waking. The subject is ‘‘awake’’ in the sense that he is aware 
of what is going on about him and recognizes the perceptions as unreal. 
These are the so-called hypnagogie hallucinations (hallueination—sensory 
perception without stimulus). 

Sleep paralysis is also not infrequently seen. This consists of a tran- 
sient state on entering or emerging from sleep, in which the subject 
is conscious, alert, and oriented, but cannot move a single muscle. The dis- 
covery of this condition by the subject is likely to lead to a most un- 
pleasant anxious feeling. Both hypnagogie hallucinations and sleep 
paralysis may be regarded as evidences of unevenness in the process of 
changing from the waking to the sleeping state. 
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CHAPTER IV 
STUDENT’S PERSONALITY STUDY (CONTINUED) 


D. FAMILIAL AND SOCIAL INFLUENCES AND 
INTERDEPENDENCIES 


1. Heredity Data 


What evidence is there for predominant parent resemblance in body 
build and other structural data (e.g., eye color), motility, temperament, 
interests, drives? For resemblance to both parents? On the basis of 
resemblances what divisions do you make among the siblings? 

What concrete versus hearsay evidence is there for hereditary influ- 
ences, structural and functional, in the family? 

Are the parents very similar or dissimilar? What evidence for con- 
sistency or paradox in the make-up of individual members? 

Any instances of consanguinity in the ancestors? 

Any left-handedness in successive generations? 


2. The Family as a Social Unit 


Status in the family. Position, age of parents at your birth, siblings 
and their ages. Your reaction (and that of parents) to the birth of 
siblings. 

What appear to you to have been the greatest formative influences in 
the family setting: family pride, parental attachment and idealization, 
sibling cooperation and rivalry, the feeling of confidence and security 
within the family circle, the hint of discordant elements. How did your 
own family circle compare with that of some others known to you in 
desirability? How did you and the others react to losses? 

What was the evolution of your own relatively independent status? 
How did you react to doubts, the need for making decisions alone? How 
does your concept of family now compare with the conception apparently 
prevalent in your father and mother, and in your own earlier years? 

What is your conception of the fundamental duties and obligations of 
parents to children? 

What responsibilities do you feel toward your family? In what cir- 
cumstances are you likely to turn to the family for advice? 


3. Extrafamilial Social Influences 


What is the development and present status of your extrafamilial social 
contacts? 
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Did the family life make the widening acquaintance easy? Do you 
meet people easily, timidly, or aggressively? What experiences have 
made for special success or difficulty? 

Do you feel more at ease with those your own age, younger or older? 
Of your own sex or the other? 

How do you pick your friends? 

Are your friendships few or many, transient or lasting, superficial or 
confiding, protective or dependent? To what extent do selfish, and al- 
truistic, motives play a role? What qualities in others affect you most, 
and how? 

What is your attitude to the culture we live in now? What respon- 
sibilities do you recognize? What are your conceptions relative to indi- 
vidual freedom and group discipline? What is your type of allegiance? 
What type of political-social-economic organization do you favor and 
why? 

What do you consider the three greatest social problems awaiting solu- 
tion in our culture? How do you envisage attack on them? “What can 
the physician do about them? 

How do you take advice or criticism? Under what circumstances do 
you give it? How are you treated by the world in general? What do 
you consider to be your own principal interindividual problems? 

What is your conception of the róle of religion as a social influence? 
To what extent do you participate in organized religious activity? In 
what circumstances do you turn to religion for help? 

‘What were the consequences for your social development of your vari- 
ous periods of school training? Are you aware of any substitution by 
teachers or fellows for the parents as exemplars? 

What is your present conception of a suitable social status for yourself 
and for your future family? 


D. FAMILIAL AND SOCIAL INFLUENCES AND 
INTERDEPENDENCIES: SOME SPECIAL ITEMS 


1. Heredity 


Strong family resemblances have always been noted and statements 
such as, “Не” just like his father," or, **Stubbornness runs in that 
family," attest to the universality of the observation. То define, how- 
ever, what personality funetions and what struetures are specifically 
hereditarily determined is another matter, so diffieult that for the most 
part it is impossible to get further than the naive statements as given 
above. 

The human is a poor subject for experimentation in this matter, and, 
although efforts have been made to analyze racial crossings, scientific 
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observation has had for the most part to be content with the ‘‘experi- 
ments of nature," These studies are based on statistieal methods, deal- 
ing either with families or with masses. 

The studies dealing with families are as follows: 

1. Study of structural likenesses in successive generations, e.g., eye 
color, body build, and especially of bodily abnormalities, as in Hunting- 
ton's ehorea, in which the disease can be shown to follow rules of simple 
dominance. 

2. Study of special talent, e.g., musical, artistic, mathematical. Accord- 
ing to Lenz great musical ability. was present in an unbroken line 
through six generations of the male line of the Bach family (Fig. 25). 
At least five of the sons of Johann Sebastian Bach were important musi- 
cians, and from the descendants of Bach’s great-grandfather came several 
remarkable musicians. : 
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Fig. 25.—Marked musical ability in the Bach family. A small black disc indicates a 
professional musician; a circle about the dise indicates a composer; the large black disc 
indicates Johann Sebastian. Musical ability, which was not put to professional use, is 
indicated by a dot within a circle; a smaller white circle indicates that no information 
is at hand concerning the musical ability of the subject. 

Lenz, Fritz—Die Erblichkeit der geistigen Eigenschaften—Fünfter Abschnitt—in 
Baur, Fischer, und Lenz—Menschliche Erblichkeitslehre und Rassenhyglene, 4ter aufl, p. 
663, G. F. Lehmanns Verlag, München, 1936. 

Beethoven's father and grandfather were highly endowed musieians. 
Musieal talent was found in several generations of the families of Mozart, 
Weber, Brahms, Schubert, and Liszt. 

3. Study of special disabilities or personality disorders. (See later 
chapters on psychiatrie syndromes, Part II.) 

4. Study of twins, especially of identical twins, and here again the 
comparison of identieal twins who were reared in widely different en- 
vironments. Tt is easily seen that these conditions are rarely met. The 
results of the studies to date are indecisive. 

Newman, Freeman, and Holzinger? studied fifty pairs of identieal twins 
and fifty pairs of fraternal twins of the same sex, all unseparated, and 
nineteen pairs of identical twins reared in different environments. The 
attempt was to determine the relative influences of heredity and environ- 
ment on the personal patterns, 
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Their main results are as follows: Identical twins are more alike than 
the fraternal, and the latter tend to deviate more as they grow older in 
temperament and achievement, but not in the structural traits. The simi- 
larities in identical twins are greatest for physical traits, less so for 
intellectual ability and school achievement, and least for temperament 
and other personality functions. In fact for the last named, the similar- 
ity was not much greater than for fraternal twins. 

They also studied nineteen pairs of identical twins reared in different 
environments. The main results of this inquiry were: Environmental 
differences were effective in producing variations in intelligence, school 
achievement, and, to a slight degree, in temperament, and for changes 
in weight. In some few cases great differences in personality accom- 
panied great differences in environment. This was contrary to the gen- 
eral rule in which no clear correlation could be established. Height and 
head measures showed no significantly greater differences over those found 
in unseparated twins. The conclusion is that personality traits of tem- 
perament, ete., are not of such a nature to be correlated with environment. 
The problem is infinitely complex, and even such outstanding work in 
the seleetion and analysis of case material offers no finalistie answers. 

Lange? studied criminality among thirteen pairs of identical twins, and 
seventeen pairs of fraternal twins. Of the thirteen pairs of identical 
twins, of whom one of each pair had a criminal record, ten of the twins 
also had eriminal records. Only three were free. By contrast, of the 
seventeen pairs of fraternal twins, of whom one of each pair had a 
criminal record, only two twins also had criminal records. The other 
fifteen were all free. With some reservations based on the fact that 
criminality has a social meaning and so is subject to some uncertainty 
in definition, it seemed to the author that the genetic factor in identical 
twins played a determining role, justifying the title of the monograph, 
‘Criminality as a Fate." 

Identity is established finally only by the presence of a single placenta, 
but, since the possibility of determining this is somewhat rare, marked 
concordance in structural data, even to small detail as moles and hem- 
angiomas, have been accepted as sufficient evidence. Mirror-image in 
handedness, in hair whorl in location and direction, and in dentition are 
important corroborating signs. Marked concordance is observed often 
also in the personality functions as determined by history and special 
tests. 

The statistical studies on masses depend for their principle on the rela- 
tive frequeney of certain items in the general population and in special 
families under investigation. Obviously such a study must profit (1) by 
the extension of the inquiry to large numbers to give a broad statistical 
base and (2) by the clarity of definition of the items being studied. This 
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is the basis of the so-called ‘‘empirical heredity prognosis’’ of the Riidin 
school as applied today in the German racial eonservation* program. The 
results have been applied in the cases of certain abnormal behavior reac- 
tions (see Part II). 


2. The Family as à Social Unit 


In this section is considered the position of the person as a member of 
society. The society to which he inherently belongs by virtue of his 
biological nature is the family: father, mother, siblings, and more remote 
members. Whatever the diverse origins of the family as constituted 
finally in historie times, the processes of reproduction and of the care 
of the young must remain the most important. Recent radical attempts 
to depreciate these features cannot be said to have achieved any notable 
success. Attacks on the family draw their strength from observation of 
cases in which a symbiosis or liaison may be said to exist, but in no wise 
a family in the sense of the voluntary and enlightened pooling of the 
resources for the purposes of reproduction and the care and nurture of 
the young. 

The biological needs do not end with food, sleep, and warmth. They 
include the opportunity for proper development of the emotional and 
instinctive life, of the cognitive and conative processes. This the family 
provides in variable measure depending in part at least on the person- 
alities of parents and their understanding of the tasks involved. 

The division of labor in the family leads directly to a divergence in 
the tasks and in the parent-child relationships. The mother plays a 
predominant róle in the early years of the child's development, arising 
directly from her continuous contacts in the nurturing process and from 
her own love of the child, which creates a like feeling in him and in turn 
is stimulated anew by any exhibition of love which may be thought of 
as directed to her. It is she who gives or denies, caresses or reproves, 
and daily her emotional hold on the child and his emotional dependence 
on her have opportunity to become stronger. There is every reason to 
believe that children need this emotional relationship for their proper 
development. Yet the mother’s further duty is to prepare the child for 
the capacity of bestowing interest and love elsewhere. То this end it is 
important that the mother guard against any development of an exclu- 
sive relationship and that she should at all times, by her attitude of under- 
standing, admit others into the orbit of the awakened interest of the 
child. 

The father is the first one so to be admitted. In the family, as at present 
constituted, he must spend most of his time in breadwinning, and his 
contacts with the child are intermittent. From this very fact emerges 
the opportunity to escape the strain incident to constant care and to 
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bring to the contacts a spontaneity and a carefree playfulness which 
bring a new quality into the child’s life. On the other hand, he is apt 
to appear to some degree as an intruder in the mother-child relationship 
and so provoke annoyance in the child. Especially is this so if he also 
deals out heavy-handed discipline in sporadic efforts to bolster the mother’s 
apparent laxity. 

According to the psychoanalytic school,® the normal child inevitably 
early discloses a preference for the parent of the opposite sex. For boys 
this is immediate; for girls this is a secondary development following 
on an early attachment to the mother. Likewise, the parent of the same 
sex becomes the object of the child's hostility. This triangle, referred 
to as the Oedipus situation, after the tragedy of Oedipus in Grecian 
mythology, is the eornerstone of much of psychoanalytic doctrine. 

There are many instances of strong preference and equally strong dis- 
like for parents exhibited by children. There are many instances, how- 
ever, where the closest observation has failed to disclose such sentiments. 
The child simply accepts each parent in turn for what he or she can offer 
and reacts accordingly. То assume the Oedipus situation as universal 
would be unjustified, if not actually misleading. 

As the child grows older, more obvious imitation of the parents begins 
and preferentially of the parent of the same sex. The imitation of the 
parents, no doubt, is the basis for the development of the child’s self- 
control. The parental judgment is accepted as the personal one also; 
parental control becomes self-control. Such blind acceptance of the pa- 
rental standards usually persists until adolescence, when the: increased 
need for self-expression arises, and critical appraisal of the parents, espe- 
cially of the parent of the same sex, is the rule. Judicious, unobtrusive 
guidance with a willingness to permit enlargement of the field of activity 
is the parental means of handling a situation with explosive possibilities. 

Other children in the family constitute the next important socializing 
influence. The necessity for dividing with others the attention of the 
mother and father is a wholesome if hard lesson to learn. The first child 
finds such a situation hard because it means a rather rude end to a more 
or less exclusive relationship of affection. Younger children are likely 
to suffer from the domination of the older. Yet the competitive aspects 
need not be too much stressed and deplored, for brothers and sisters also 
offer an opportunity for the development of real affection and love, and 
so extend the process limited previously to the mother and father. Fliigel 
considers this all the more likely when the children are separated by a 
few years in age. 

The affections, profoundly aroused in adolescence, become transiently 
direeted to numerous persons in the environment, some of whom can be 
shown to have some kinship in the idealizing value with the parents, 
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especially of the parent of the opposite sex, until finally coming to rest 
on one person. Union with this person marks the end of the slow tran- 
sition from the parent ideal to the personal ideal, the latter retaining 
some faint essence of the former (if only in the sense of the opposite) 
but being garbed in the form and culture of the child’s own time and age. 


In mature life there is still a place for family ties. Often in adolescence 
the competitive strains among siblings have been more than the mutual 
affections could withstand. With the opportunity to go separate ways, 
the former disappear, and affection reasserts itself. Likewise the parents 
appear in a different light, a more kindly critical one, which passes sym- 
pathetic judgment on the job they have performed. Especially is this 
the case when in the meantime the erstwhile children have themselves 
become parents. 

So far the emotional life as seen in the family has been discussed. The 
other aspect of vast importance has to do with material dependence and 
independence. Clearly the child starts life absolutely dependent on the 
parents, especially the mother, for his material welfare. It is obligatory 
on the parents early to inculcate in the child the proper use of oppor- 
tunity for self-dependence and maintenance. Handling money, selection 
of clothes, minor responsibilities about the home for the personal care 
and for the common good are some items which ean become part of the 
daily routine. For older children, in adolescence and beyond, the re- 
quirement of living within an allowance should have been already 
aehieved. Independent judgment in regard to material aetivity should 
be eneouraged, and adult standards of parents should never be allowed 
to mar youthful satisfaction in its own performance. 


8. Extrafamilial Social Influences 


The family is the training ground for the later social adjustment in 
school, religion, and politics. Children who have had parental love and 
material comfort but who also have learned to find affection elsewhere 
and to know the satisfactions of independence will carry these lessons 
over into their school life and their community adjustment. 

Children who never outgrew dependence are apt to seek a parasitic 
existence in adult life. The most potent host today is the state. Such 
dependent persons may be expected to look with more favor on the 
growth of governmental control of personal life in the interest of ‘‘secur- 
ity" than do independent children, who likely will jealously guard that 
independence in later life. Some recent modern dictators capitalized on 
this lesson only too well. Parents, forced to silence by dictatorship, found 
themselves displaced in the training of their children by the representatives 
of the all-powerful state, and the children accepted blindly the teachings of 
the state. 
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Similar conclusions are apparent in the educational field. Spoon feed- 
ing of predigested material is the regime for the weak child dependent 
on authority. Since this prevails through most of the college work and 
into graduate training, it must be conceded that the practical emancipation 
from parents has been sueceeded by emotional bondage to parent substi- 
tutes: teachers and textbooks. The further emancipation marks the 
emergence of the independent worker in the chosen field. : 

The relation to religion and its organized representative, the ehurch, 
is the last item of social adjustment to consider. The attitude to religion 
as an experience need not coineide with that to the church. The child's 
reaction on being exposed to formal religion is commonly that of the 
group, especially of the family. In adolescence, however, he begins to 
demand answers of his own to insidious doubts, and at that time comes 
a more lasting attitude or sentiment: piety, noncommittal independence, 
or hostility and aversion. There is much to support the conelusion that 
his reaction toward religion follows closely that toward the parents. The 
unemancipated, emotionally dependent person will accept the literal in- 
ierpretations in religious teaching; the aggressive, independent person 
will eonsider these statements to be metaphorical and will aet aeeordingly. 
Religion is based on belief, which in turn appears as an answer to emo- 
tional need. The need for comfort, protection, and love in religion re- 
capitulates the emotional relationships in the family. The issue here 
concerned is of religion, not ethics, since the ethical conclusions to be 
drawn from religion тау be identical whichever the interpretation put 
on religious teaching, literal or metaphorical. 


4, Family Pride 


Family pride is a matter deserving of attention. As variously experi- 
enced and practiced this may be anything from the purest Pharisaic 
snobbishness to a powerful sense of cohesiveness based on mutual love 
and respect. Only the latter merits further comment. The feeling of 
“belonging” is a universal need. It is commonly most intense for the 
immediate family, but many people have the same need in respect to the 
clan or tribe. This feeling has been cultivated more assiduously in 
Europe than in America and is consequently much more powerful there, 
leading at times to social taboos and imperative demands, for example in 
regard to marriage. Inbreeding in clans inhabiting certain valleys on 
the Continent must be attributed to such feeling finding expression in 
social pressure. In America are to be found similar phenomena in regard 
to some religious sects, representing limited biological origins. Less con- 
spicuous perhaps but none the less potent examples are the marriages 
among children of certain wealthy and powerful families of America, in 
which family pride becomes amalgamated with other features obviously 
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desirable from the standpoint of the prevailing eulture, such as the 
retention of finaneial or social power. ; 

In some people family pride brings about ап intense historical interest 
in the clan and a burning desire to transmit the family name to male 
children. In others a great lack of interést in forebears and descendants 
is noted. Both poles must be considered well within the range of normal 
performance. 


5. Variants in Family Constellation 


The foregoing discussion is based on the usual family constellation. 
It would take the reader too far afield to discuss at length the variations 
in the family structure which have been brought about in recent years 
by current social changes.® It may suffice at this point to call attention 
to the profound changes for all concerned of the divorce of parents, of 
the mother who works, of immigrant parents with “native” children, of 
the easy acquisition (and loss) of material wealth. Other influences of 
a profound sort which have always been in play are chronic sickness in 
the home, extreme poverty and the necessity for all to work, great wealth 
and idleness, and racial prejudice. These elements may all be said to be 
so common as to demand consideration in any study of the normal, 


E. SEX DEVELOPMENT AND PATTERNS 


Trace the sex development from the earliest remembrances to the 
present, as far as possible in concrete performances and with accurate 
allocation in time. . 


1. Sex Information 


Give the details of the acquisition of the first and subsequent sex in- 
formation with the ages, how acquired, and the reaction to it. How 
much curiosity was displayed and was this encouraged by secretive atti- 
tude of parents or elders? 

What opportunities were afforded you to gain sex information from 
animals? Did this become related in your thinking with human sex data? 

Did you link the infliction of pain with the sex act as observed among 
animals? 

What specifically human sex activity did you observe, or hear about? 
Was there any reaction of shame, taboo, or secrecy? If this was over- 
come, how did it come about? 

At what age did you relate sex and family? 

What were your early ideas concerning impregnation, gestation, and 
birth? How were they corrected? 

What were your opportunities for obtaining frank and adequate in- 
formation? What was the degree of your curiosity to such information? 
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2. Sex Implications 

Trace the development in yourself of sexual awareness, parts and 
activity (e.g., menstruation, erections). When did puberty begin—the 
first emission or menstruation? What preparation was there and what 
was your reactien to the preparation and to the actual event? The age 
of onset of erotic dreams, their frequency, and the reaction to them? 
Did the secondary sex characteristics attract your attention or the com- 
ment of others? To what degree did sexual preoccupations occupy you, 
and of what sort were they? What satisfaction did you derive from 
them, and did they in any wise interfere with other activity? 

What sex adventures did you have before, at, and after puberty? 
What events, persons or groups influenced the molding of your sex at- 
titudes? To what sources do you espeeially attribute your sex conscience 
in the different phases of its development? 


3. Sex Pace 


What has been the curve of spontaneous or reactive sex arousals, 
fancies, and activities before, during, and since puberty? 

а. Sex preoccupations, their nature and frequency (daydreams, 
fancies, thought). Their control. 

b. Frequency of emissions and wet dreams. The content of the dreams 
and the reaction to them. 

c. Masturbation, how practiced, how often, with or without fancies 
(specify!), with what prodromes, and with what aftereffects? What 
efforts at control, why, and with what results? 

d. Infatuations: puppy love, and more mature arousals, to the same 
and opposite sex, What were the precipitating circumstances, how long 
did they last, and how were they liquidated? Any change in the charac- 
ter of the infatuations as you became older? Do you recognize any simi- 
larity in the attractions to special characteristics among members of your 
family or other close associates among your elders? 

To what extent were the infatuations accompanied by overt sexual 
behavior? 

e. Do you recall any up and down phases of sex urge? To what extent 
were they related to any special experiences? 

f. What were the methods for obtaining relief? How adequate did 
they appear? 

g. Did you have a ''latency period’’ with absence of sex curiosity 
between the first sex acquaintance and puberty? To what extent are 
you aware of suppressing early sex curiosity and activity? 
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4. Present Sex Status 


The physiological status: Menstruation—regularity, number of days, 
interval, amount, discomfort. Any noticeable elevation of sex tension, 
or mood changes with it? Intermenstrual tension, discomfort? 

Night emissions—frequency, what relation to the general health and 
variations in fitness? Morning erections? ? 

What role does sex play in your life—important and pressing, tran- 
sient and to be dealt with as best possible, casual and under control? 
How important are ‘dates’? Petting? What is your attitude to pre- 
marital intercourse? What is the role of masturbation? 

What is your sex goal and how nearly do you approximate it? Your 
reaction to lapses? How do you think you compare with others in this 
respect? 

To what extent are you influenced in your sexual conduct by what you 
think is ‘‘expected’’ of you? Are you aggressive or submissive? Easily 
led? : 

What degree of sexual interest would you expect or desire in a life 
partner? 

To what extent does family formation—in the sense of a sociological 
unit as well as in the procreative sense—enter into your ambitions? 

What is your attitude to contraception? To induced abortion? 

What do you consider the outstanding social problems involving sex? 
How may they be solved? 

To what extent does sex enter into your friendships and broader 
human interests? 

To what extent do you feel sex has played a rôle in your own per- 
sonality development, determining the degree of aggressiveness, timidity, 
initiative, dependence, outgoing or ingrowing qualities, overt or day- 
dreaming activities? To what extent are your sex standards your own, 
and to what extent impositions from others? To what extent do they 
deviate from the culture of which you were formerly a part? 

What sentiments do you recognize as having a sexual basis? Do you 
draw distinctions between the proper objects of ‘‘spiritual’’ and ‘‘physi- 
cal’’ love? Are these terms or their equivalents a part of your vocabu- 
lary? 

What sexual equivalents—vicarious enjoyment—do you recognize in 
yourself? Your reaction to risqué stories and ''dirty'' jokes? 


E, SEX DEVELOPMENT AND PATTERNS: SOME SPECIAL ITEMS 


In this section sex is considered as that functioning directly related 
to the genital organs whose biological function is procreation. The sub- 
ject is therefore not allowed to diffuse into a mystical essence of life to 
be dealt with in metaphysical terms. 
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1. Physiology in Relation to Age Periods 


‘The sex organs are present at birth although the capacity for sexual 
hormone production is not developed until adolescence. Rudimentary 
sex activity as erections occurs frequently in infants. Sex organ stimula- 
iion from clothing or chance rubbing may lead to deliberate efforts to 
reproduce the experience. Masturbation commonly arises in this manner 
or by imitation and teaching of other children. This practice is almost 
universal among boys, less so among girls because of the less favorable 
anatomical dispositions. Then at about 5 or 6 years, coincident with the 
broadening of interests with school, comes a decrease in overt sex activ- 
ity, largely in abeyance until puberty. 

At puberty the specific sexual hormone is excreted: the menarche ap- 
pears in the female, and erections and emissions in the male. There is an 
upsurge of sex urge and activity, which finds some level of more or less 
satisfaction and ease throughout mature life. After the late forties 
there commonly comes a decline in sex interest and potentia, and in 
women the end of the period of fertility marked by the menopause. 


2. Psychobiological Factors 


The physiological history of the sex functioning is relatively simple. 
But sex functioning also has its psychobiological significance which alters 
more or less profoundly the sex history. The sensual pleasure derived 
from sex activity, curiosity, and adventuring, feelings of tension and 
relief, substitute activities, the development of ethical attitudes, and of 
broader goals of sex functioning all encroach on and obscure the simple 
history of spontaneous physiological functioning. 

Та infancy erections are not uncommon. That they are accompanied 
by pleasurable sensation seems likely. At least they do not produce dis- 
comfort as far as may be judged by the infant’s behavior. The genitalia 
are objects of that handling and search which the infant makes of the 
whole body or those parts accessible to handling and inspeetion. Only 
later, about the seeond year or beyond, may the child discover that the 
sensations derived from mechanical stimulation may be produced at will. 
Even then the praetice leads in general to no great difficulty because of 
the competition of other pleasures. 

During the intensely active years from school age up to adolescence, 
there is little overt sex activity unless stimulated by gang practices. 
The child seeks out those of his own sex with the same likes and inter- 
ests. This is the period capitalized in the Boy Scout and Girl Scout 
movements, with emphasis on physical prowess and skills and ethical 
training. Homosexual interests of a mild sort, as comparison of sex 
structures, and mutual masturbation are not very uncommon. 
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With adolescence come sexual unrest, a desire for affection from those 
of the opposite sex, and increased sex activity: the menarche, erections, 
night emissions with dreams. This is all likely to be profoundly dis- 
turbing, at least unless the subject has been intelligently prepared for 
the events. The plight of being in the grip of drives and activities to 
which one is not accustomed may be softened by the sympathetic under- 
standing of the elders, and the like fate of one’s fellows. Here begins 
sex adventuring, casual, timid, or aggressive and bold, lumped by mod- 
ern youth under the term ‘‘petting.”’ The amount and sort of petting 
results from the actual sexual drive, the residual power of early training 
or taboo, the thrill of adventure, and the individual sexual response to 
the practice. 

Normally, the adolescent boy effects a gradual fusion of an attitude of 
tender affection for the opposite sex, as a direct carry-over of his relation- 
ship with his mothers and sisters, with the developing specifically sexual 
interest. This fusion, called love, comes as a thrilling new experience to 
the adolescent, who endows the object of his love interest with all his 
desires and conversely gains ego enhancement by the experience of this 
love object bestowing her attention on him. A precisely similar situation 
holds for girls. Rejection by the love object causes deep distress of a new 
and peculiarly poignant sort which normally passes off spontaneously with 
time, or is dispelled more quickly by the arrival on the scene of a new and 
potentially available loye object. The male ordinarily assumes an aggres- 
sive róle in the establishment of such relationships, the female a more 
submissive and modeled carefully on traditional cultural patterns. 

A certain liberalism and lack of restraint have been assiduously culti- 
vated in popular literature since World War I with decidedly mixed 
results. The story often as not is that serious petting has been indulged 
in exclusively in order not to be found inadequate as judged by the short- 
sighted and ruthless standards of youth. This has been made easy also 
by a like attitude to aleoholie indulgence. The first sexual intercourse is 
often the result of the dropping of normal inhibitions through alcohol as 
much as of spontaneous sexual arousal. Widespread knowledge of con- 
traceptives has made sexual intercourse relatively free of the fear of 
ensuing pregnaney or of venereal disease. There seems little doubt that 
the use of contraceptives in the present state of irresponsibility has 
encouraged sexual adventuring. 


3. Sex Goals and Present-Day Difficulties 


It is likely true that the present-day ‘‘freedom”’ in regard to overt sex 
activity has been a decidedly mixed blessing. Old-fashioned secrecy 
and sumptuary prohibitions have been exchanged in many cases for 
license, rather than for that thoughtful concern for placing the sex rela- 
tions and activities in a proper social framework. As already indicated, 
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this means that the sexual goal must be family formation in a setting of 
love, and all other forms of sexual union must be considered as part- 
attainments of the ideal goal. 

Damage, when it occurs, outside the obvious ones of illegitimacy or 
venereal disease, must be reckoned greatest in the violence done to the 
sexual ideal and the willingness to trade off future possibility for im- 
mediate certainty of sexual attainment. 

Considering the harum-scarum sexual training and preparedness of 
most people, in all ages, the extraordinary thing is that so many people 
escape and finally form a pattern of sex performance mutually satisfac- 
tory to self and partner. Especially is this true in these times of mili- 
tantly misleading information and catchwords on the subject—such as 
the ‘harm from unsatisfied desire,’’ the evils of ‘‘repression,’’ the need 
for free expression, the desirability of trial relationships, ete. It all 
argues for the essential stability of the sexual impulse as a determiner of 
personal and social organization. 


4. Degree of Sex Desire in Adults’ 


Much individual variation must be accepted in the degree of sex, desire 
and eapacity for pleasure in the sexual performance. It may be assumed 
that there is no essential biological difference in these respects between 
the sexes, although traditionally women are pictured as having less desire 
and less enjoyment from the act. Tradition would have it that women 
prefer the preliminaries to the sexual act, the accessory sexual attentions 
of lovemaking, or flirting. It is certainly the case that with a decline in 
the general taboo on sexual discussion, and the growth of a real equality 
of the sexes, a larger proportion of women admit to a degree of sex 
desire and to a need for sexual gratification approximating that long 
conceded to man. This is all to the good since sexual intercourse emerges 
аз a mutual emotional experience whose value to the recipients depends 
on the mutual gratification. Common knowledge would accept the fact 
that the individual experiences between old sexual partners varies greatly 
in the proportions of (1) purely sexual performance, (2) tender emotions, 
and (3) aggression and submission and consequent ego enhancement. Nor- 
mal relations admit of wide variations in the formula, adaptable to vary- 
ing conditions. Consistent omission of one or more factors and rigidity 
in the formula must be suspected as evidence of defective sexual adjust- 
ment patterns. 


5. Standards of Sex Performance 


The capacity for mutual consideration and plasticity in the matter of 
standards of sexual performance offer the best basis for healthy sexual 
habits in marriage. Too often the spontaneous sex drive and its varia- 
tions are never discovered because of subservience to artificial demands 
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for a standard performance. The individual sex act is profoundly de- 
pendent on many factors: the spontaneity of the performance, the emo- 
tional situation directly or not at all related to the partner, fatigue, 
ete —so that wide variations from an **ideal' performance must be con- 
sidered normal. ‘It is a curious thing how lenient people can be with 
regard to other appetites, and yet how rigid with respect to the sexual. 
Questioning of many people shows normal variations of from 3 to 4 times 
weekly to once in 2 to 3 weeks. 

It may be difficult for youth to recognize that many people past middle 
life lead, even in the married state, celibate lives for years on end with- 
out any apparent detriment to the affection and mutual pooling of inter- 
ests in the home and without any need for philandering. Furthermore, 
continence in youth and mature life in itself can cause no possible dam- 
age. The only difficulties likely to arise are through the development of 
inferiority feelings by comparison with others (as if the behavior of 
others were more normal) or through the natural difficulties incident to 
the adjustment with any sexual partner, perhaps made more difficult 
through the matter of age and lack of personal plasticity. 


6. The ‘‘Involutional’’ Period 


Beyond maturity it is customary also to speak of an “involutional’’ 
period in the human being. Rather hard to delimit closely, it refers 
to the period of decline in general performance, especially sexual hor- 
monal, ushered in in women with the menopause and at a comparable age 
period in men, leading progressively into the period of senescence. In 
women the specific sex hormone suffers more or less rapid reduction 
with disappearance of the menses and often (but not always) vasomotor 
phenomena of more or less annoying character: flushing, sweats, head- 
aches. In men such a clear-cut line is less often to be drawn, and in gen- 
„eral the sexual poteney persists with or without decline over a period of 
some years.* Recent work? points to a male climacteric in a small pro- 
portion of men living into old age. Loss of libido and of poteney and 
psyehie and vasomotor symptoms much like those of the female meno- 
pause are described. Increased urinary exeretion of gonadotrophins and 
therapeutie test with replacement therapy confirm the diagnosis. There 
is a naive impression among the laity that sex desire dies (or should) 
with the involution process. Often enough it may, but this may be due 
to the preconceptions concerning the matter. Sex desire and potency 
may persist, or actually may be heightened at this time. Many psycho- 
biological factors enter the picture to complicate the physiological ones. 


*For a full discussion of this topic see: Hoche, Alfred: Di 
Berlin, 1928, Julius Springer. Die Wechseljahre des Mannes 
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Some of these are: s 

a. The significance of fertility (and its loss) in the evaluation of the 
self as a sexual partner. к 

b. The effect of cosmetic changes resulting from metabolic upheaval 
on the sex desire. 

c. Freedom from fear of pregnancy and its responsibilities. 

d. The effect of the freedom from the responsibility for the care of 
children, who by this time are commonly self-supporting, on the general 
ease and security. 

e. Attitude to advancing old age—security or insecurity. 

f. Absence of the competitive spirit and the need for sexual activity 
in **holding" the partner. 


7. Masturbation 


Masturbation has already been mentioned as one of the discoveries of 
childhood. This is a subject about which much has been written, either 
condoning or frightening. The truth is that the opportunities for chance 
sex stimulation are so great that it is almost universal for masturbation 
io be discovered and practiced. In females, because of the anatomical 
dispositions, the opportunities and the practice are less, although in both 
sexes reliable figures are wanting. In any ease the fate of childhood 
masturbation depends on the balaneing factors of treatment of the 
phenomena by the environment, satisfaetion in overt physieal activity, 
development of interests and outwardly direeted drives, and the social 
acceptance. In youth, masturbation is likely to prove a troublesome 
habit when these factors are lacking, leading to withdrawal, social timid- 
ity, and a sense of personal inadequacy. 

Masturbation in adult life occurs as a means for securing relief from 
sexual tension when for ethical reasons, out of consideration for members 
of the opposite sex, or because of the absence of the sexual partner, sex 
relations are out of the question. The performance therefore is a com- 
promise of an ideal, and is best recognized as such so that the necessary 
emotional adjustments may be made as promptly as possible. This is 
not to say that masturbation must result from these causes. It does, but 
need not, provided other means are available for dealing with the tension, 
as mental diversion, or physical exercise, or less adequately by voluntary 


self-discipline. 
8. Attitude to the Structural Factors 


The structures concerned offer the least opportunity for plasticity and 
in the main must be accepted as they are. Here again false standards 
from comparisons with others are the cause of most personal unrest in 
regard to the structures. Except їп the most extreme cases there is no 
significant correlation whatever between size of the genitalia and the 
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capacity for giving or receiving sexual satisfaction. This is the only 
lesson of value to learn from the structures concerned. 


9. Balance in Physiological and Psychobiological Factors 


Tt is necessary to stress that physiological sexual development need 
not closely parallel the psychobiological development: the sexual atti- 
tudes, goals, practices, imaginations. Great latitude is necessary in 
judging the maturity of the sexual development, for the plastic factors 
of training and opportunity count heavily. Precocious curiosity and ad- 
venturing on the one hand and the clinging to childish conceptions and 
practices on the other are the danger signals of ill balance between the 
physiologieal and psychobiological developments. 


10. Psychoanalytic Doctrine Concerning the Sex Development? 


Psychoanalytic doctrine sees the sexual development progressing by a 
series of stages, each with characteristic sexual behavior and determin- 
ing the general personality development : 

a. Pregenital Stages.—(1) Nareissistie—in which the infant is pleas- 
urably aroused by his entire body. 

(2) Oral—the sucking stage; divided again into (a) one devoted 
to incorporation of the object and (b) a later one devoted to biting— 
during the first year. 

(3) Anal—with interest centered on the rectum and its excreta; di- 
vided into (a) a first stage devoted to expelling the excreta and (b) a 
second stage with retention of excreta—during the second to fifth years. 

(4) Urethral—with interest in urinary function. . 

(5) Phallic—with interest in the penis and clitoris—during the ‘‘la- 
tent” period, age 5 to adolescence. 

b. Genital Stage—The adult heterosexual development inaugurated 
at puberty. The normal adult will show traces of all stages, although 
the preponderant one will be the genital stage. 


F. SYNTHESIS AND BALANCE OF THE PERSONALITY 


1. In the light of the previous material what constitutes personality? 
State your preference (and reasons for the preference) for the concep- 
tion of: (a) the organism in action with the help of subject-organization 
and symbolization; (b) mind; (c) soul; or would you prefer another 
characterization? Do you miss any significant points in this inquiry? 

2. Conceding that standards for estimating our fellows must vary with 
circumstances, what data would you select as of the most all-round use- 
fulness? 
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3. To what extent do you consider your assets to be in harmony? Any 
strong paradoxes? How are they to be understood or explained? To 
what extent do you harmonize or keep apart fancy, play, relaxation, 
art and literature, religion and philosophy, science and concrete life, 
the ideal and the practical? 

4, To what extent do you check your fancies with reality? What 
superstitious or other culturally primitive tendencies do you recognize 
in yourself? 

5. What is your attitude to: Consistency? Frankness? Right and 
wrong? Responsibility for your actions? Absolute values? Justice? 
Fate? Uncertainty? The unknowable? 

6. To what extent do you imitate others, and what ideals—represented 
by persons and principles—do you cherish? 

7. What types of personality do you recognize? How would you 
classify yourself? What degree of plasticity or rigidity do you possess? 
Do you consider your personality to be undergoing fundamental change? 
When would you consider it to have become relatively stable? What 
does ‘‘maturity’’ mean to you? 

8. To what extent do you utilize resting points of satisfaction as a 
punctuation of the rhythms of life? 

9. What is your conception of the unconscious, and how are you made 
aware of it? 

10. Restate your satisfaction formula. 

ii. What fundamental sciences do you recognize, and their interrela- 
tions? Where do you place psychology? 

12. What interests do you have in ethnology, the history of civiliza- 
tion, of literature, languages? What practical interests in politics, soci- 
ology, religion and philosophy? In eugenics and euthenics? 

13. What has been your conception of conscience? Of morals? of 
guilt? Can you trace any changes or development in your conceptions? 


F. SYNTHESIS AND BALANCE OF THE PERSONALITY” 


Conscience; Guilt; Morals.—Conscience is the arbiter of personal and 
social behavior. It arises developmentally from the incorporation within 
the personality of the teachings and biases of one’s parents (or parental 
surrogates), modified by the pressures of the personal needs and drives, 
and social experiences, as they win favor or disapproval. 

The child’s conscience is virtually his version of what will, in his 
experience, please father and mother and so bring him affection and 
approval, reinforced by his conception of what will displease them and 
bring on him their disapproval or punishment, and within himself a sense 
of guilt. 
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The child's conscience undergoes modification at the hands of his own 
urgent drives and action tendencies, and of the pressures of society’s 
demands, permissions, and denials. In this way, the individual conscience 
bears a more or less close relation to the cultural pattern. 

Quilt feelings become in the mature person the expression of the convic- 
tion of having failed to live up to the ideal in the personal or social be- 
havior. They become sins when translated into formal religious code. 

Morals constitute the sum total of a given cultural pattern of interper- 
sonal relations involving the concepts of right and wrong, i.e., measured 
on a basis of hierarchically arranged values, and with the assumption of 
more or less striet polarity. Religious doctrines stress the polarities and 
traditionally have capitalized on guilt feelings for wrongs done. 

In Western civilization the sexual life (and ethies) has for centuries 
borne a larger share of the burden of guilt feelings with which human- 
kind has suffered, whereas other forms of personal or social perform- 
ances of an inferior or troublemaking sort have gone relatively free. For 
instance, the time is not so far past when exploitation of the underprivi- 
leged was condoned, whereas marital infidelity was condemned. Modern 
society should seriously question through psychological, anthropological, 
and sociological studies the actual items in the hierarchy of values, and 
the relative placing of the items within that hierarchy.” 

Flügel“ considers that the psychology of moral progress shows a de- 
velopment from the egocentric to the social; from ‘‘unconscious’’ (in the 
psychoanalytic sense) to the conscious; from the autistic to the realistic ; 
from moral inhibition to spontaneous ** goodness"; from aggression to 
tolerance and love; from fear to security ; from heteronomy to autonomy ; 
and from moral judgment to psychological judgment. 

The Normal Adult Personality.—The normal healthy adult is charac- 
terized by a quality and degree of personality organization fulfilling 
among others the following criteria: 

1. He has a practical knowledge of his assets and his handicaps for 
work, play, and rest. 

2. He has a reasonable vision of his goals in relation to his opportuni- 
ties and his assets—as well as handicaps—in hereditary factors, environ- 
mental situation, drives, and temperament. 

3. He has found, cultivated, and made use of resting points of satis- 
faction. : 

4, His moods are known and somewhat amenable to control. 

5, He has imagination, but it is checked by a regard for reality. 

6. He has learned what to expect of himself in most predictable situa- 
tions, but he has respect for the unpredictable and trusts to his experi- 
ence and that of others to see him through such times. 
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7. He values human contacts and has a sense for problems beyond the 
strietly personal. 

8. His skills are automatic, and he has opportunity for individual 
satisfying effort. 

9. He is aware of paradoxical and inconsistent trends within himself, 
and he has discovered means of harmonizing and utilizing them instead 
of letting them nullify each other. 

10. He has a sense for the value of time, as the only currency common 
to all, to be spent, but not to be regained except through memory and 
the material residues of its use. 

ll. He has a reasonable attitude toward health problems. 

12. He has good habits in eating, sleeping, bowel control, and as re- 
gards the use of drugs of all sorts. 

13. He balances present pleasures over against future needs. 

14. His sexual needs are accepted but are also modifiable in relation to 
reasonable ethical ideals and the vision of ultimate family formation; 
compromises are recognized as such and appear to him to be reasonable 
in view of the contributing factors. 

15. He is able to love another person, and with this person he exhibits 
tender affection and sexual feeling. 

16. He has a reasonable sense of personal responsibility and this con- 
seienee exhibits a live-and-let-live attitude to his fellows. This is no mere 
laissez-faire. Always he tends to adjust his set of hierarchical values in 
accordance with the'development of his personal and social philosophy. 

This normal" adult will appear to many as the ‘‘ideal’’ and not 
the usual or average. The items listed here are all subjeet to the more- 
or-less principle. Common observation indicates that considerable devia- 
tion from the perfection of this summary is general. But there is also 
the necessity for recognizing limitations in the acceptable deviations, 
and, as stated, these are determined pragmatically by the principle of 
complaint and suffering already laid down. 


PRACTICAL TESTS AND TOPICS 
I. Individual Differences, Capacities, Difficulties and Handicaps 

1. What are your outstanding assets? What have been your greatest 
difficulties and handicaps? Your liabilities of health, physique, attrac- 
tiveness, posture, gait, and manner? Are you apt to appear comfortable 
with others? Any emotional or temperamental evidence of special hid- 
den stumbling blocks? Any thoughts, habits, or acts which are a source 
of worry, doubt, remorse, shame, anxiety? Any special dreams—recur- 
rent or disturbing? Any tics, mannerisms, peccadillos worth specifying? 
As far as possible, give in concrete terms an account of their origin and 
development and how you control or meet them. 
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2. Specify one or more concrete difficulties you would like to adjust 
in yourself in the next years. What means of adjustment have you tried 
before on yourself and on others? What interpersonal relationships seem 
most important to you in creating a helpful situation (love, sympathy, 
understanding, faith, ete.)? 

3. Enumerate the most important problems in human adaptation that 
you would want to see discussed as human hygiene. 


IL Success, Disappointment, Regret, Diffidence, Grief, etc. 


1. State two specific successes and two specific disappointments and 
your concrete reactions to them. What are your main resources of com- 
fort and encouragement in states of regret, diffidence, grief, tragedy, 
discouragement, and discontent? How do they act? Do you forget or 
harbor hurts? Do you push undesired factors out of awareness, or do 
you react to them by overdoing in the opposite direction (overcompensa- 
tion), or do you balance smoothly? Illustrate. Are you aware of any 
evasions or substitutive tendencies? How do you react to illness and to 
inquiries about your health or to notice taken of deficiencies or handi- 
caps? 

2. What is the highest praise to be given anyone? The most serious 
and intolerable incrimination? 


III. Allotment of Responsibility for Assets and Liabilities 


1. How do you allot responsibility for your assets and tendencies, 
favorable or unfavorable, to (a) heredity; (b) development or lack of 
development of special sensory or motor or other aptitudes; (c) the 
external infuences; (d) nonmental factors of your make-up; (e) deter- 
mining factors of which you are dimly aware or totally unaware? 


IV. Special Determining Influences for the Development 


1. Enumerate the experiences which have constituted special deter- 
mining factors of more than transient importance for your development. 
Do they retain their potency still) What is likely to be their future 
value? i 


CONCLUSION 


Personality study should result in a more comprehensive and practically 
useful conception of the ‘‘he’’ or ‘‘she’’ in action. For the purposes of 
practical medical training, as well as in the interest of intellectual honesty, 
such a conception seems preferable to the residuals likely to result from 
detailed study of the “тіпа”? or ‘‘soul’’ as detachable entities; or from 
abbreviated adjectival personality description, especially when these rep- 
resent schematic polarizations. It is true, in a way, that natural phe- 
nomena are organized in polarizations: sunrise-sunset, light-dark, male- 
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female, introvert-extravert, living-nonliving, ete. Practical work with man 
demands, however, a sense for the more-or-less, not the either-or. The 
latter has been the bane of medical thinking for years. The more-or-less 
does not preclude the definitions of sets of integration, or groups of dy- 
namieally and structurally related facts. If the task appears more difficult 
and the results seem less decisive, at least they are probably closer to 
reality and less formalized. 

The study should show the living personality in its longitudinal develop- 
mental view and the present status as the cross section of that longitudinal 
product. It should stimulate interest in observation of the self and of 
others, to develop the sense for what works and for what gives harmony 
and satisfaction. The ‘‘normal’’ has no fixed status; it must always be 
subject to growth and change with better observation. Since the later 
practical work with patients must employ the conception of the work- 
able for comparison, it behooves one to be alert always to this problem, 
to try to find guiding principles and a sense for the variations which 
people enjoy and use successfully. 

* Person?! (persona) to the ancients referred to the mask worn by actors 
and by derivation to the voice which sounded (personare) through it. Not 
alone have the ancients been impressed with the many-faced appearance of 
the human. The mysticism of the Middle Ages exploited the inscrutability 
of man, and even today divers forces are at work to the same end. It is no 
confession of futility to admit that there is much concerning the human 
of which little or nothing finalistic in nature is known. It remains in- 
disputable that man knows more about man than about any other object 
of study. Psychobiology calls for a clear admission of what is generally 
known, its systematization, and further serutiny either through planned 
experiment or by observation of Nature’s own spontaneous experiments. 
It asks for adherence to a definition of science which begins with the 
common sense facts of general experience as well as those derived from 
the use of special operational instruments. The mask of the ancients has 
for too many people been succeeded by these instruments. The “he” or 
“she” in action must remain the final and most important element in 
the situation, and it is to a knowable man that the further effort must 
be directed. 

In the very nature of things there is a plentitude of challenges in 
such a study. There is not a single item of behavior which can be said 
to have been disposed of by the studies to date. The selection of topics 
and the methods for their scrutiny constitute the outstanding problems 
of the day. The preceding sections have presented some samples of 
studies covering inadequately a few special topics of interest for their 
bearing on the psychopathological data to follow. On the whole, psycho- 
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biological inquiry will always profit from the observation open to all, 
and, when the use of special methods results in special findings, they 
must be checked with that universal common sense which remains man’s 
most important asset. 
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PART II 


ABNORMAL BEHAVIOR—PATHOLOGY 
AND PSYCHIATRY 


CHAPTER I 
HISTORICAL ACCOUNT 


This and succeeding chapters deal with modifications in the normal 
behavior of such kind or degree as to give rise to complaint (from the 
late Latin, complangere—to bewail, in search for help) on the part of the 
subject or his environment. The subject by common consent is referred 
to as the ‘‘patient’’ (from the Latin, pati—to suffer, to bear, to endure). 
The physician’s task is to define (1) the pathology (from záfos—suffer- 
ing, deep feeling—hence the verbal formulation of the complaint) and to 
systematize the material so that general principles may be derived which 
will prove useful as starting points for future inquiry; and (2) the 
therapy (from @eparevtew—to wait on, attend—the same root and sense 
as to serve), as an obligatory service in relieving the complaints. It is 
worth heeding the plain sense of the technical terms and to divest them 
of any false dignity. 

Normal behavior bears the evidence of harmony and satisfaction within 
wide limits of variation. Since behavior is the adaptation to life, abnor- 
mality then consists of a defective capacity or actual working out of the 
adaptation. Pathology hecomes the science which deals with defective 
adaptation, in any phase or period of the life span, and is indissolubly 
bound with therapy or service in the different aspects of the complaint 
problem. The common restriction of the term ‘‘pathology’’ to post-mortem 
anatomy is unwarranted, a residual of the enthusiastic period ushered in 
by the studies in organ and cellular post-mortem anatomy of the Virchow 
and Rokitansky school. This use is responsible for the common and mis- 
leading statement: ‘‘There is as yet no pathology of insanity.”’ 

As long as ‘‘mind’’ was the exclusive province of the spiritual guide, 
abnormal behavior was viewed as deviations to be judged from ethical, 
moral, and religious standpoints. Commonly the sufferer was considered 
to harbor a demon or to be in league with the devil through witcheraft, 
and the treatment was commensurately harsh. This state of affairs lasted 
through the Middle Ages, the Renaissance, and down to the eighteenth cen- 
tury of modern times. Suffering mankind deserved better; for the ancient 
Greeks had already taken a most rational view of behavior abnormality in 


137 


138 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


keeping with the Grecian biological philosophy. Hippocrates taught ex- 
plicitly that the epileptic was in no wise a victim of supernatural power, 
but a sufferer from disease to be considered by the same principles govern- 
ing disease in general. His words deserve to be read by every student of 
medicine* : 8 

“т, I am about to discuss the disease called ‘sacred.’ It is not, in my 
opinion, any more divine or more sacred than other diseases, but has a 
natural cause, and its supposed divine origin is due to men’s inexperience 
and to their wonder at its peculiar character. Now while men continue 
to believe in its divine origin because they are at a loss to understand it, 
they really disprove its divinity by the facile method of healing which 
they adopt, consisting as it does of purifications and incantations. But 
if it is to be considered divine just because it is wonderful, there will be 
not one sacred disease but many, for I will show that other diseases 
are no less wonderful and portentous, and yet nobody considers them 
sacred... 

“II. My own view is that those who first attributed a sacred character 
to this malady were like the magicians, purifiers, charlatans and quacks 
of our own day, men who claim great piety and superior knowledge. 
Being at a loss, and having no treatment which would help, they con- 
cealed and sheltered themselves behind superstition, and called this ill- 
ness sacred, in order that their utter ignorance might not be manifest. 
They added a plausible story, and established a method of treatment that 
secured their own position ... 

«TIT, Accordingly I hold that those who attempt in this manner to 
cure these diseases cannot consider them either saered or divine; for 
when they are removed by such purifieations and by such treatment as 
this, there is nothing to prevent the produetion of attaeks in men by 
devices that are similar. . . .’” 

The enlightened philosophieal and medical opinion of the Greeks was 
lost, however, except as far as it emerged again through Arabic and 
monastic channels in the blending of philosophy and religion of scholas- 
ticism in the Middle Ages and the slow revival and growth of science 
and secular philosophy, beginning with the two Bacons and the critical 
philosophies and the culmination in Galileo and the surmounting of 
witchcraft. Only with the simultaneous upsurge of a new liberal spirit 
throughout the civilized world in the late years of the eighteenth century 
did medicine look seriously to the neglected field of abnormal behavior 
and the search for natural causes. 

The history of psychiatry necessarily recapitulates the vicissitudes of 
man's attitude concerning the nature and status of man himself, swayed 


*Hippocrates with an English translation by Jones, W. Н. S.: The Sacred Disease, 
pp. 139-145. The Loeb Classical Library, Vol. т, London, 1923, William Heinemann. 
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by the teachings of the church and the demands of the state, and bound 
to philosophy and a slowly developing medical science, All these influ- 
ences had their share in molding psychiatric thought, far from any 
balanced grasp of the disorders of man as a person. The residuals of 
animism, witcheraft and superstition played a momentously fateful role 
even in the best intentioned groups. Physicians had the best opportunity 
to be in close contact with the necessities and became helpful and leaders 
according to their capacity to rise to the understanding of the whole of 
man and not only parts of him. 

Between the interest in the parts and organs of man and the religious 
and philosophical and practical conceptions of life, the care and under- 
standing of mental derangement remained at the mercy of more or less 
local developments far into the eighteenth and even the twentieth cen- 
tury. Tradition is prone to give the period of the French Revolution 
credit for some events that had their evolutionary counterparts through- 
out the various linguistie and political groups of Western Europe and 
the Western Hemisphere. Local and general hero worship extols the 
gradual entrance of the physician as student of man in trouble, closer to 
the facts as they are seen and accepted by the communities, the state and 
the church and the philosophers, and the demands of actual life. 

While observations on various abnormalities of behavior had been made 
by inquiring spirits throughout the preceding centuries, Philippe Pinel 
is most dramatically accredited with the beginnings of the modern inter- 
est in the subject (1793). An energetic physician working at Bicétre, 
a hospital near Paris, he found himself in favor with the current expo- 
nents of Liberté, Fraternité, Egalité, and was given a free hand in his work. 
He was appalled at the treatment accorded those suffering from behavior 
abnormalities; they were chained to the floor of filthy cells, uncared for, 
condemned to a fate they neither merited nor understood. It may well 
be doubted whether the philosopher or physician or the humanitarian in 
Pinel could have risen to action but for the help of a courageous head 
attendant, Pussin, with whom he at one stroke removed the most eruel 
restraints, the ehains. Not only did he symbolieally and aetually remove 
the patients from the exclusive domination of tradition, but he set about 
to incorporate them into the body of medical, philosophieal, and general 
scientific interest. His observations were keen, his findings systematized, 
and they were distributed far and wide in his famous ‘‘Traité medico- 
philosophique sur l'aliénation mentale" (1809). 

His pupil, Esquirol, who sueceeded him (1810) at the Salpétriére, to 
which he had gone from Bicétre, continued in his footsteps, extending 
the observations and their systematizations. In the meantime the Quakers 
in England under William Tuke had embarked on a humanitarian course, 
as also had Chiarugi in Italy (1788). In Ameriea a hospital for mental 
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disease had been established in Philadelphia in 1751 through the efforts 
of Dr. Thomas Bond and Benjamin Franklin. At Williamsburg, in 1768, 
Virginia had erected its first state hospital. The Bloomingdale Hospital 
came into existence in 1821, and with the ‘thirties and “forties there de- 
veloped a universal trend to make up for lost time in the new field. 

For many years the guiding spirit in the new movement was French 
inspired. This took two directions: (1) the deseription of numerous 
clinical forms of abnormality and (2) the attention to brain disease 
with Bayle, and later with Magnan the theory of degeneracy, essentially 
the beginnings of the interest in eonstitution and heredity. 

Only the most glaring *insanities" were included in the special treatises 
at first, and it was natural that the most sweeping forms gave the stamp 
to the various presentations. Full-fledged insanity figured as **vesania,"" 
and was roughly divisible into four stages: mania, melancholia, paranoia, 
and dementia. This scheme of Guislain was taken over by the German 
psychiatrist Zeller and his young assistant Griesinger (1845). It was 
finally championed in America by Edward Cowles, who added a new 
first stage—that of neurasthenia—in deference to America’s first con- 
tribution to a broadening clinical observation and explanation introduced 
from outside the ‘‘institutions.’’ 

Other tendencies in psychiatry followed the principle of nosology, the 
singling out of disease entities, and the conflict between the preponderat- 
ingly somatie and mental interests. Up to the present century ** eJassifi- 
cation" was always the first question when any mention was made of 
mental disease, etiologieal or symptomatie-nosological, with emphasis on 
the rise of physies and ehemistry or on the naturalization of psyehology. 

In the course of the nineteenth century, French psychiatry reached a 
stalemate between interest in disease pictures and the broad trend of the 
degeneracy issue. German psychiatry was divided into the somatic schools 
with much attention devoted to brain anatomy (e.g., Meynert) and clin- 
ical neurology (e.g., Westphal), and those giving a place to the gradually 
emerging psychological interests. The concept of ‘‘vecordia”’ or **partial 
insanity” was introduced and, exemplified by paranoia, led to the formal 
contrast of emotions and the intelleet which reached sueh absurd heights 
with Ziehen as finally to lead to the ‘‘master stroke" on the part of von 
Gudden’s and Wundt’s pupil, Kraepelin. Combining his training in 
laboratory psychology under Wundt, influenced by the long-term devel- 
opments of Morel and by the nosologists, and with histological ambitions, 
he developed his system in closest analogy with physical diseases, defined 
by etiology, symptomatology, course and outcome, with paresis as the 
paradigm of “mental disease." This program produced much notable 
progress in clinical observation, but, because etiology was admittedly 
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unknown in many instances, the overemphasis on prognosis as a determiner 
of nosological classification took its revenge. The introduction of refined 
laboratory methods for the detection of syphilis, for example, caused 
violent and sobering corrections in the diagnosis of general paresis as 
previously determined by the symptom and lesion concept; whereas 
Kraepelin had diagnosed 30 per cent of his admissions as paresis, the 
figure, determined by the Wassermann reaction, fell to 10 per cent. 

Kahlbaum had already introduced with indifferent success the effect 
of the age periods on ‘‘vesania,’’ specifying hebephrenia and presbyo- 
phrenia. Later he deseribed *teatatonia"" as a contrast to general paresis 
(characterized respectively by muscular tension and paralysis). 

Other students of уоп Gudden (notably Forel) were interested in the 
nervous system and in hypnosis and psychotherapy and occupational 
therapy without being swept into excessive specialism in any direction. 
Outflanked in the popular attention by the Kraepelinian movement on 
the one hand and by the Freudian wave on the other, they nevertheless 
remained steadily at work, amalgamating and furthering the many lines 
of progress without any need of overspecialization, on a nondogmatie: 
line furthered by the trend of the developments of American thought. 

Throughout all this time scientific psychiatry (excepting notably Forel) 
had tacitly or overtly championed a mind-body dualism and finally a 
psychophysical parallelism, in which mental processes and symptoms were 
the secondary and epiphenomenal signs of bodily process or disease, even 
when the latter was not manifest in any other manner. Explicitly ab- 
normal behavior was a sign of brain disease. Such a view led to frantic 
search not only for clinical symptoms but pathognomonic autopsy find- 
ings. Nissl and Alzheimer hoped to establish a pathologieal anatomy 
of the psychoses. 

Throughout the nineteenth century there was evidence of recognizing 
the significance of the data of life experience and putting it to use, but 
with a preference for the unusual and dramatic. Mesmer's ill-fated ani- 
mal magnetism and Gall's phrenology played an early role, as did later 
the revivals of hypnosis with Charcot and in a more sensible fashion with 
Bernheim and Liebault. Important was the development of the psycho- 
pathology of the Janet school, with its cultivation of dissociative and 
subconscious processes, but also with a practical dynamic understanding 
of it all in terms of suggestion and a use of explanation and occupational 
therapy. Krafft-Ebing had published his Psychopathia Seaualis. Breuer 
and Freud, influenced by Bernheim, made their bold attack on. hysteria 
and the obsessions on ground of repression and catharsis, first with atten- 
tion to masturbation and sex experience and sex fancy, and more and 
more the systematic role of the ‘yneonscious.”? Freud even attempted 
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to explain psychoses (1896). When he parted company with Breuer and 
launched on his dream studies and the well-nigh exclusive emphasis on 
the sex factors and the theory of libido and its transformations, he rigidly 
developed a complete system of theory and practice which found itself 
in opposition to medical tradition. The claim to an “‘etiological’’ nosol- 
ogy provoked a continuing dissension as to whether ‘‘etiology ” had been 
achieved in faet, or only apparently so by the bold use of metaphor and 
analogy without regard to scientifie rules. The protestations of psycho- 
analysts to the contrary, the doctrine was founded on, and bore the ear- 
marks of, mind-body dualism, but not consistently so, for at times a hint 
of panpsychism was disclosed. 

In the meantime there were vital emancipations in the concepts of 
science and in the facts of animal and human mentation. Darwin and 
Huxley exposed the need for a redefinition of science which would in- 
elude all of man. 

Adolf Meyer, a pupil of the liberal Forel and influenced greatly by Wil- 
liam James, had survived the symptom-prognosis putsch, recognizing the 
usefulness of the Kraepelinian effort over the trends immediately preced- 
ing it as well аз the narrow determinism involved. From the start, he put 
the study of man on a frankly biological basis and in 1902 pointed sharply 
to the role of constitutional and life experience factors in the development 
of mental abnormality, and in 1906 he outlined the change of the funda- 
mental conceptions of ‘‘dementia praecox” (Kraepelin). 

In 1908 he offered a comprehensive view of the entire subject matter 
of psychiatry in ** The Problems of Mental Reaction-Types, Mental Causes 
and Diseases,’ offering a new view of mental disorders, distinct from 
both the nosologieal and the psychoanalytic movements. Mental diseases 
and metaphorical ‘‘mechanisms’’ were discarded in favor of reaction- 
types, to be studied as faulty adaptations to life within the framework 
of biology, which included psychobiology. ‘‘We therefore see in psycho- 
pathology the study of abnormal behavior and of the modifiability of 
its determining factors. To use a slang phrase: we study what is doing, 
and the safest final test we can introduce, better than that of any ready- 
made and plausible nerve-cell scheme, is the question: How does the 
result of an analysis influence the observer’s action in the shaping of 
events or in formulating the experiment of nature? The most essential 
achievement is not the erection of a word-palace of logic or of description, 
but of the enlargement of our command of action, however modest." 
©... we are forced to admit as practical the characterization of reactions 
as part of an adjustment, a response to a demand, What recommends this 
concept as a preliminary summary formula is its close adaptation to the 
fundamental formula of systematized experience, the experiment." 
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The breadth of Meyer’s view gained many adherents for a psychiatry 
which would devote itself to the following: (1) accurate objective obser- 
vation expressed in terms of concrete behavior to avoid semantic bias, which 
meant giving up the fruitless search for the ‘‘thing behind the scene"'; (2) 
the finding of ‘‘dependable and worth-while topics of work and descrip- 
tion’’;? (3) the systematization of the facts in accordance with the integra- 
tion principle, which does not shy off from mental facts and mental causes, 
and which does not exclude facts in order to effect the systematization. 

Just as psychobiology was the study of the normal subject in action, 
rather than of an hypothetical detachable '*mind," so the disorders of 
behavior are not to be viewed from the standpoint of an isolated ‘‘psycho- 
pathology." Rather the aim is toward formulation of the disorder as 
an experiment of nature" (Meyer), in which genetic-dynamie consid- 
erations replace the search for '*behind the scenes" etiological factors; 
whieh allots as clearly as possible the workings as arising from (1) exo- 
genie, (2) organogenie, (3) neurogenic, (4) psychogenic, and (5) con- 
stitutional factors. The formulation attempts also to indicate in concrete 
fashion the factors favoring or obstructing modification. The genetic- 
dynamic method ‘‘places the emphasis and interest more on meeting what 
is actually at hand and on the amplifications of events and problems from 
memory and associations presenting samples of the functions involved.” 
Tt aims **to maintain a nonprejudicial constructive spirit of collaboration 
on the part of the patient and those concerned (physician, nurse, and 
family), on the ground of a pragmatie understanding and handling of 
life situations: the practical situation of the patient, and within it the 
problems requiring regulation and guidance and technical assistance. . . . 
Diagnosis, prognosis, and treatment are not merely identification with 
a standard disease picture." These are ''eultivated and used only to 
maintain standards of teaching and accuracy of work and statistical per- 
spective and terminological elearness.''* 

In general, the psychobiological viewpoint is today the common prop- 
erty of American psychiatric work. Kraepelin himself was foreed by 
the weight of his own experienee to come to essentially the same con- 
clusions rather tardily in 1920 in ‘‘Die Erscheinungsformen des Irreseins.’” 
Within the psyehoanalytie field also, there is developing a need for 
revision of teaching which will separate fact from assumption,® and with 
the insistence that facts shall be measured by scientific standards. 

Tt seems likely that the period of doctrinal clashes has about spent 
itself in favor of a united attack on the problems of behavior abnormality 
by all those interested in the human being. Psychobiology, developing out 
of the hospital atmosphere and with a liberal social tradition, has been en- 
riched by the specific findings of psychoanalysis; and the latter, developing 
from neurology and the private consulting room, moves to a more social- 
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ized, less dogmatie attitude. Medicine is in a peculiarly favorable position 
to promote such efforts because the general biological conceptions of in- 
dividuation, integration, and symbolization afford a neutral working basis 
with wide possibilities of action. 


COMPARISON WITH KRAEPELINIAN AND WITH 
PSYCHOANALYTIC PSYCHIATRY 


The German psychopathology culminating in Kraepelin’s work has been 
mentioned briefly. It operates on a frank mind-body dualism of the 
parallelism type, in which mental phenomena have value only so far as 
they are the overt clue to disorder in the functioning of the brain. When 
brain histopathology fails to reveal any structural basis for the malfune- 
tion, ‘‘constitution’’ is appealed to, and lately heredity has become the 
scapegoat. 

The description follows the paradigm of general paresis, in which a 
*(mental disease’? with well-established symptoms, course, and outcome 
was finally shown to have a specific cause: syphilitic invasion of the 
brain parenehyma. Such a notion of things led to a strong need for 
minute differentiations between behavior abnormalities, sueh as, for ex- 
ample, the differenee between delirium due to aleohol and that due to 
paraldehyde or cocaine. The natural results of such an urge resulted in 
mueh keen observation of great value to differential diagnosis, but also 
in an overevaluation of minor phenomena and a loss of the faet that, 
by and large, there are only a few ways in which the person ean react 
in a given situation; and it led to overemphasis on outeome as a diag- 
nostie aid since in many eases (perhaps most) etiology in the sense of 
brain histopathology was not to be found. For example, Kraepelin, 
revolted by the absurd effort of Ziehen to separate all disorders into 
intellectual and emotional, including in the former deliria clearly of toxic 
origin, frankly took deterioration as the central symptom about which 
to group a heterogeneous clinical material, lumping it all together as 
“dementia praecox." Great strain was put upon the demands of the 
analogy with general paresis, for admittedly the etiology was unknown, 
the symptoms protean, the course variable, and the illness often did not 
end in dementia. 

Аз already indicated, Kraepelin finally was forced to take a more 
plastic view of the situation and in 1920 accepted so many provisos to 
his nosological schema as to constitute a virtual acceptance of the reac- 
tion-type concept which Hoche in Freiburg, practically alone among 
German psychiatrists, had favored. 

Modern German psychiatry, essentially neo-Kraepelinian, speaks, for 
example, of the ‘‘manic-depressive group of diseases’’ ( manisch-depressive 
Formenkreis) instead of ‘manic-depressive insanity." In spite of this 
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concession, the impression is gained that modern German psychiatric 
thought has not abandoned the disease entity, an impersonal something 
which attacks its victims, diagnosed by its pathognomonic signs, and places 
little value for diagnosis or treatment on attempts to reconstruct the 
story as a dynamic individual biography gone wrong. The disease process 
is either exogenie or endogenie in origin. In the latter instance, heredi- 
tary predisposition appears today as the most vulnerable point of thera- 
peutie attack; henee the compulsory sterilization program of the Hitlerian 
German government. 

The neo-Kraepelinian classification of behavior disorders has been quite 
generally adopted for statistical purposes. The relationships of these 
statie terms to the functional ones used by Meyer are indicated later in 
Part П in the description of the principal reaction types. 

Psychoanalysis as developed by Freud and his followers sees the prob- 
lems of psychiatry resulting from the struggle of repressed unconscious 
tendencies, specifically infantile sexual strivings, to overcome the ego and 
superego and so find overt expression. The symptoms are the compromise 
agreed on by the participants in the struggle. The symptomatology 
expresses overtly the nature of the strivings and the stage of personality 
organization. The degree of organization is determined by the type of 
sexual development attained: narcissistic, oral, anal, urethral, phallic, 
genital, which determines the capacity of the patient for forming a love 
attachment (‘‘transference’’) to other people, and for therapeutic pur- 
poses specifically to the physician. For example, fixation of development 
at the narcissistic level precludes effective ‘‘transference’’ to the physi- 
cian. This is most readily possible in the genital stage. 

Furthermore psychoanalysis insists that only certain of the behavior 
disorders are open to study and treatment by the method since it views 
many as physiologically determined. Within the range of disorders open 
to the method is seen a thoroughgoing acceptance of the importance of 
life experience factors operating hand in hand with specific constitu- 
tional make-ups to produce disorders. In fact, at times this reaches a 
panpsyehism which sees no difference between part physiological fune- 
tions and whole personal functions. 

Freudian doctrine is full of concepts taken boldly from the physical 
sciences and applied analogically to the field of human behavior: the 
assumption of fixed quantities of energy, libido, which must find expres- 
sion in some outlet or other; the conversion mechanism, by which the libido 
becomes transferred to, and fixed on, somatie structures; introjection and 
projection, allocating internally or externally the libidinous interests; 
catheris, the process of investment of an object with libido, ete. On the 
other hand, dramatie portrayal of processes and situations is secured by 
appeal to the wisdom of the ancients as seen in Grecian mythology, in the 
stories of Oedipus, Elektra, and Narcissus, as complexes. 
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The history of psychoanalysis might be divided into three periods: the 
earliest, in which the interest was largely centered on the instinctual drives, 
the id; the second, devoted to the study of the repressing forces, the super- 
ego; and the current period, devoted to ego psychology. The true Freu- 
dian holds, however, ‘‘that a conflict over a sexual drive is involved in 
every disorder even though other conflicts also participate. But it is the 
interference of the sexual element which is considered to be most respon- 
sible for making the conflict pathological.’”® 

The systematizations so attained have exerted a remarkable influence, 
and certain terms have achieved the doubtful honor of becoming the com- 
monplace property of those too little informed of their contextual sig- 
nificance to be critical. Furthermore, because of doctrinal warfare and 
the willingness of the psychoanalyst to work without the frame of biology 
and general science, psychoanalysis has proclaimed itself a new science, 
open only to the initiated, the believer, and has used concepts which 
alienated many workers because of their apparent foundation in belief, 
rather than in fact. 


OBJECTIONS TO THE METHODS AND AIMS OF 
PSYCHOBIOLOGIC PSYCHIATRY: THEIR REFUTATION 


There have been a number of criticisms leveled at the methods and 
aims of psychobiologie psychiatry. These may be stated as follows: 

1. In refusing to accept the Kraepelinian conceptions, it has traded 
Kraepelinian clarity for unclear muddy ideas. 

This would be a serious criticism but for two facts: (1) the Kraepelinian 
clarity was achieved at the expense of the facts themselves, as witness 
the dementia praecox concept; (2) the ‘‘muddiness’’ charge results from 
the inability of the accusers to see behavior and its abnormalities dynam- 
ically, as an individual "experiment of nature," with the further obliga- 
tion to treat the problem from the individual standpoint, which admittedly 
obstruets easy systematization. 

2. It is not an etiological psychiatry, being content to remain on the 
descriptive level. 

The value of this criticism depends exclusively on the meaning of the 
crucial terms, ‘‘etiological’’ and **descriptive." The charge carries with- 
in it the assumption (by analogy with the problems of general medicine) 
that, for every performance to be described, there is a cause behind the 
description. The effort to reduce human behavior to absolute elements 
or essences has been futile ever since human behavior was an object of 
study. But man has never lacked for ‘‘explanation,’’ by the simple 
processes of assumption and naming. The Freudian mechanisms and the 
Kraepelinian disease entities are both semantic illusions. Description, in 
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psyehobiologie psychiatry, has the same function it has in all science and 
includes whatever explanation the facts allow, but no more. 

3. It is superficial and never gets beneath into the zone of more sig- 
nificant action. 

This is the Freudian criticism, based essentially on the relatively slight 
use of the special methods of psychoanalysis (free association, dream analy- 
sis, ete.) and the open-minded attitude to the psychoanalytic systematiza- 
tions, especially to the ‘‘unconscious,’’ ‘‘repression,’’ and ‘‘transference.’’ 

As stated above, psychobiologic psychiatry refuses to neglect what is 
immediately at hand, and broadens the inquiry as needed by the prac- 
tical exigencies of the situation. А healthy eclecticism encourages the 
use of special methods when they seem indicated, but the results are 
always to be checked by the same rules for scientific evidence to which 
other sorts of findings are subjected. Frankly, in the interests of in- 
telleetual honesty, it seems important to distinguish between special 
methods on the one hand and on the other the special explanations and 
systematizations which have been pyramided on the data so obtained. 
Within psychoanalytic ranks there are today bitter controversies over the 
latter, and the end is not in sight. Furthermore, from the practical stand- 
point the desire to know more and more of behavior must often be deliber- 
ately held in check for the patient’s own good. One cardinal rule in deal- 
ing with patients is that the therapeutic experience shall never leave the 
patient less able to deal with his problems. 

The zone of the more important activity than that directly visible refers 
to the Freudian ‘‘unconscious.’’ Without entering into argument, it may 
be said that expert acquaintance with the ‘‘unconscious’’ in no wise is 
the open sesame to understanding and management of what everyone can 
see. The latter requires the best of human effort, no doubt aided by 
knowledge of the less obvious elements of behavior. It is not a case of 
‘‘either-or,”? but *and," and demanding the severest scientific and hu- 
mane conscience. 

As Cameron? has trenchantly pointed out, a vital nondogmatie psycho- 
pathology must avoid the conceptual fallacy employed by psychoanalysis 
in giving names to items of behavior and then endowing these names with 
a separate existence, and treating them as causes of the behavior in ques- 
tion. Cameron also points out another important difference between such 
a modern nondogmatie psychopathology and psychoanalytic doctrine: 
namely, in acknowledging the possibility of accident in what people do, 
say, think. The psyehoanalysts have held for years that nothing happens 
by accident, and this point of view has led to some patent absurdities in 
cause-effect theory, which bids fair, for example, to include all physical 
disease as the end product of psychic determinants. 
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4, It is simply Kraepelinism parading in new language, and why learn 
new terms for the old things? 

Tt must be confessed that there are students who talk about psychiatry 
one way and think another. This also applies to many other fields of 
science. Until the capacity for completely integrated behavior becomes 
universal, this unfortunate state of affairs will endure in isolated instances. 
There are people who cannot think dynamically, or who have not been 
trained to, or who find it more convenient, less disturbing, and less try 
ing not to. 

5. It is content with half-truth. 

The capacity for being content with partial truth is a quite variable 
virtue. It must be related to the need for feeling secure in one’s own 
grasp and control. The attempt is to state the facts as honestly as pos 
sible, without any necessity for bridging the gaps in a fashion predeter 
mined by personal desires. Half-truth if it rests in the frame of biolog 
ical experiment needs no defense. 

6. Its only distinctive offering is a philosophy of psychiatry. For actuai 
work it depends on borrowings from other methods. 

No person, no school, no people has a corner on the useful knowledg: 
of the world. To that extent psychobiologic psychiatry is eclectic. Ex 
perience with active work in the field and comparison with the work о! 
others leads to the conelusion that the actual method is different—deter 
mined by the philosophie concepts, it is true; but it is as true that the 
philosophie concepts are imperative deductions from the work. The body 
of the chapters to follow will give, it is hoped, some hint of an answer to 
this final criticism. 

Tt seems strange that one still has to defend psychobiology as offering a 
philosophy of psychiatry. Presumably this criticism derives from. the fact 
that psychology (and psychiatry) arose originally from philosophy (and 
theology), and the child repudiates its father. A need for a philosophy of 
science ean be denied only by those smug practitioners of an ultra-abstract 
science, who believe only in a ‘‘science for science’ sake." A philosophy 
of science is a prerequisite for the proper understanding of man—for it is 
an integral element in the sum total of **what man has made of man." Ii 
even the nuclear physicists see such a need, how poorly does its denial 
come from psychiatrists. 

The psyehoanalysts have been outspoken in this regard. К. Menninger? 
has called frankly for hedonism as the only proper philosophy of psycho- 
analysis. Chisholm® has indicated the same thing in his insistence that the 
individual carries about with him too great a load of guilt and anxiety. 
Horney”? calls ‘‘wholeheartedness’’ the goal of therapy. Я 

Adolf Meyer never explicitly stated his view of this matter. From long 
acquaintance with him, one might assume’ that he looked for harmony and 
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balance, both personal and social, as the desirable ends of science, just as 

е saw harmony and balance in the facts of science. In this sense he is a 
direct descendant of the ancient Greek philosophers. 

The psychoanalytic movement stemmed from the experience of the 
private consulting room, essentially with psychoneurotie material, and 
ihe eoneepts so achieved have filtered into the thinking regarding the 
psvehoses, with as yet little practical application in the latter. 

‘Traditional psychiatry developed from the state hospitals with their 
preponderance of psychotic patients. Psychobiological psychiatry de- 
veloped out of the state hospitals with an early insistence on personal 
historieal dynamics, and on the social and cultural investments in health 

d illness. This open type of dynamie psychiatry sponsored for the first ' 

psyehiatrie social service, hacked the world-wide mental hygiene 

vement, and sought for a meeting of minds in other fields to find the 

common ground (as in cultural anthropology, general medicine, sociol- 
, etes 


SUMMARY 


(he development of a science of man encountered difficulties through 
the conflict between the church and secular tendencies, between idealism 
and aggressive materialism of the eneyclopedists of the eighteenth cen- 
tury and the physiologists of the nineteenth century, and from the peren- 
nial disagreement concerning the material and methods of psychology. 
Psychology and psychiatry met with tardy recognition as biology even 
when they had become emancipated from philosophy and had developed 
their own laboratory methods. Only in the last years has the study of 
man as a person, a unit, become well founded and recognized, free of 
mysticism and crass materialism, parading as psychophysical parallelism 
or other dualism. Psychobiological pluralism, the importance of the his- 
tory as the ‘‘sense’’ of the person, and the willingness to experiment and 
to observe and work with Nature’s experiments characterize the modern 
psychiatry. 

Additional hindrances to a proper development of psychiatry have 
been: (1) The traditional isolation of patients and workers in institutions 
under the aegis of the law, with the harmful and invidious comparisons 
whieh always go with segregation. Emancipation from eruel prejudiee 
and the surmounting of arbitrary neglect are slow processes, and they are 
far from being finished today. (2) Another group has worked in the pri- 
vate eonsulting room, with little opportunity or desire (in the past) to 
pool their findings and interests. The aim of psychiatry today is the un- 
prejudicial filling in of the gap between normality and extreme abnor- 


150 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


mality, and the assimilation of functional as well as structural conceptions 
in pathology. All this has had a more natural soil in American develop- 
ments than in European thought and practice. 

The best antidote to excessive bias in any direction is to ponder on the 
status of psychiatry before any one of the major movements occurred 
Would anyone like to return to such a period in our history? It remains 
the objective of present-day psychiatry to check and recheck the methods 
and claims of all contributors, and to seek for a fusion of all the useful 
items into an agreed body of knowledge. 
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CHAPTER II 
EXAMINATION METHODS AND IMMEDIATE FINDINGS 
INTRODUCTION 


In Part I normal personal functioning has been scrutinized. In this 
and subsequent parts abnormalities of behavior are studied. By refer- 
ence to the definition of the normal, abnormal behavior (pathergasia) 
denotes faulty working of one or more of the items of personality fune- 
tion, giving rise to disorders of operation and to personal and social 
dissatisfaetions. 

All that is known of behavior disorders has resulted from the observa- 
tions made and recorded on patients seeking help. Every consultation 
presents an opportunity for the extension of the acquaintanceship with 
the nature of, and the range and variability in, disordered functioning. 
The clinical sense is sharpened, and the human desire to help is challenged. 

The physician’s task in dealing with patients with personality prob- 
lems is to understand the personal functioning. Essentially this is ac- 
complished as within the psychobiologie study of the normal, ie. the 
functioning is expressed in conerete performances, and the developmental 
character of the present status illuminated by examples from the past. 
In contrast to the psychobiology course, however, in psychiatry the at- 
tention is sharply focussed on specific complaints, with the obligation to 
understand them and assist in their alleviation. The method of work, 
therefore, is personality study adapted to the exigencies of the situation, 
starting with what is offered as complaint material and adjusting the 
further inquiry for the purpose of its elaboration and formulation. 

The reader will have little difficulty in recognizing the similarities be- 
tween the topies of the general personality study outline and of the out- 
line of clinical examinations, despite their different structural arrange- 
ment. In general personality work, an estimate of the personality strue- 
ture—the subject organization—may await completion of the study; in 
psyehiatry the need for help obligates the physieian to secure a tenta- 
tively useful thumbnail sketch of the person-funetioning of the patient 
at the first interview. The complete study may take a long acquaintance, 
and not infrequently the experimental control of treatment is necessary 
for the best understanding. 

From the very nature of the subject matter an attempt to do justice 
to a psyehiatrie problem is complicated, and often a very laborious and 
painstaking business. There is among the medical profession generally 
the unfounded feeling that some special sort of callousness to the privacy 
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of human life or some special tricks to establish rapport are needed iti 
order to deal adequately with psychiatrie problems. Many physicians 
show a certain timidity at ‘‘intruding,’’ or a fear that they might sug 
gest having suspicions of mental ineapaeities, or, when there is no doub: 
about real problems, they are afraid that they might arouse a hopeless 
attitude toward the material when once obtained. 

Opposition is rarely eucountered in a patient when it is clear to him 
that the inquiry has a definite purpose and the physician’s interest is а 
professional one with the desire only to help. Anything smacking of the 
inquisitorial method, of the morbidly curious, or of goalless blundering 
will be immediately sensed by the patient and quite properly resented. 
On the other hand, it is important that the examiner should not lose sight 
of his obligation to cover the points necessary for a really dependable 
inquiry. For example, it would be as negligent to fail to determine the 
orientation, or the mood, or the presence of peculiar notions, or of mem 
ory deficit in a psychiatric patient as it would be to fail to auseultat: 
the lungs in a tuberculous patient. 

It may also be safely said that in the rank and file of psychiatric о! 
personality problems the special rapport some physicians seem to be able 
to establish rests upon the confidence inspired by ordinary human kind 
liness and sympathetic understanding, the sensing of a purpose in the 
examination, and the willingness on the part of the physician to spend 
whatever time and energy are necessary to do justice to the problem. 
So often the great task of the physician is to school himself to listen and 
learn, and for some this is a harder task than to jump into overt thera- 
peutic activity. In fact, often therapy is automatically applied through 
the simple act of being patient with the sufferer. Special types of rap- 
port, as in hypnosis or psychoanalysis, are quite unnecessary in the pre- 
liminary contacts and so may be left for later consideration. 

It may be said in summary that for successful work with human be- 
havior problems, (1) the examiner must have a clear idea of the data 
necessary to the understanding of the case; (2) he must have a sense of 
continuity and purpose in the examination; (8) he must bring to the 
examination trained critical common sense; (4) he must approach the 
patient in a genuine spirit of sympathetic understanding and helpfulness; 
and (5) he must be willing to spend whatever time and energy are neces- 
sary to achieve the establishment of common ground and that mutual 
rapport which will work toward a solution of the problem, It is appar- 
ent that these are the same considerations which apply in work with any 
medical problem. 

The general methods in psychiatrie investigation are those which are 
used in general medicine, namely: (1) the indirect examination or his- 
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torical account of the chronological evolution of the difficulty as focussed 
in the complaints, and including the past performance and the family 
tendencies; (2) the direct examination of the mental status and the 
physical status, which gives a cross section of the present behavior; (3) 
the contributory information from special examinations and the patient’s 
course under obseryation and treatment. 

It is important to learn early to record the bulk of the record at the 
time the contact with the patient is made. Many students, for the sake 
of neatness and fullness, prefer to take loose notes, making up the 
finished report later. This soon leads either to (1) loss of important data, 
in which ease, besides the inadequate record resulting, the patient has 
not been adequately protected; or to (2) loss of much time which the 
increasing demands of clinical training will soon not allow. 

It is well to keep all material, including successive editions of the sum- 
maries, in order to have a permanent record of the progress of the thought 
concerning it. A chronological arrangement of all material is best and 
most useful for later research use. 


THE INDIRECT EXAMINATION OR HISTORY 


The history is of the greatest importance in any psychiatric case be- 
cause of the complexity of the material and the great difficulty in formu- 
lating it in terms of an ‘‘experiment of nature," doing justice to the 
complaint of the patient as well as the broader implications of the ma- 
terial. In no other kind of medical history is there so likely to occur 
conflict between the patient's story and that from others interested. For 
this reason it is important to get information from all legitimate sources 
and as unbiased objective information as possible. It is always advisable 
to take and record the history from each informant separately in order 
to bring out the diserepancies which in themselves may shed light on 
the personalities of the informants. For example, in examining a child, 
it is generally more fruitful to examine the child and each parent sepa- 
rately. Mutual sensitiveness and timidity and need for shielding may 
thus be avoided. The data from each source should be kept separate and 
labelled properly with the name of the informant and the date the in- 
formation was obtained. 

The history is best taken in the following order: 

1, Complaint. 
Present illness. 
Past history. 
Personality. 
Family history. 


See wos sO) 
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1. Complaint 


This is the patient’s verbatim account of his reasons for coming for 
consultation. This is compared with the complaints offered by those per- 
haps more directly responsible for the consultation or otherwise inter- 
ested. The greatest divergences are here possible. For example, it is 
not uncommon to meet patients who are without complaint whatever but 
who are the source of great distress to the environnient. This will illus- 
trate the personal and the social implications of psychiatric problems, 
and not always do they coincide, Attention to the complaint of the pa- 
tient and the informants is the first step and condition of rapport and 
common understanding and purpose. 


2. Present Illness 


The complaint leads naturally to inquiry into the present illness. Under 
this heading as accurate an account as possible of the chronological! 
sequence of events which finally brought the patient to medical consulta- 
tion is secured. When the material is very complex, and the interrela- 
tions not obvious, it is wise to make a special chart (life chart) showing 
the temporal correlations. It is best to remain on descriptive ground, 
üsing the patient's own words for signifieant events. The condensation 
of the material into technical terms may appear in summary or as mar- 
ginal annotations. 

Tt is often difficult to date with accuracy the first changes and onset 
of the present illness, and the patient’s statement may not coincide with 
that given by others or with the examiner’s conclusions. Familiarity 
with the patient’s or other informant % spontaneity of account is, how- 
ever, often more important than mere accuracy of the final picture of 
the experiment of nature. Throughout, special emphasis is laid on dates 
and durations. 

The patient’s naive statement is the beginning, but not the end, of 
wisdom. The story will have to be elaborated by skillful direction at 
the hands of the physician. By use of the patient’s own words dealing 
with significant events and by the judicious use of nonleading question- 
ing, a natural development of the story may be expected. The significant 
points will be of the sort described in detail under the headings of the 
mental status examination (later). The questions there given will sug- 
gest useful means of elaboration. 


3. Past History 


This is the objective record of those features in the patient’s past life 
pertinent to an estimate of his previous and habitual life adjustments, 
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his assets, and his liabilities. This is important for determining the change 
implied in the ‘‘present illness.” The topics of interest are: 

a. Birth and development data with date of walking and talking, and 
with special reference to the type of environment and reactions therein, 
and to childhood maladjustments: nail-biting, excessive thumb-sucking, 
night terrors, fear of the dark or of storms or of animals, ete.; feeding 
difficulties; the social adaptation with outgoing or seclusive tendeneies 
in home, school, play; and the more asocial traits of lying, stealing, 
truaney, eruelty to other children or to animals, ete. 

b. Health record, with a careful survey of all the systems; including 
the patient’s attitude to his health, and his estimate as to his habitual 
degree of health. Somatic overconcern and overcompensation may be 
revealed. 

е. School record, including date of beginning and ending of sehooling, 
number of grades taken, grades repeated, isolated failures, and grades 
of scholarship. Special school interests and school difficulties should be 
noted. In the case of children who come for school difficulty a copy of 
the official school record and the teacher’s estimate of the child are useful. 

d. Work record—specific jobs with chronological sequence, degree of 
skill in the eraft or profession, salaries, reasons for changing; attitude 
to responsibility at work, and satisfaction from it; the economie status 
— debts, responsibilities, habits of saving. 

e. Sex development—first awareness of sex, how, when, and with what 
preparedness and attitude; evolution of the sex interest, and specifie data 
on the sex pace, as noted in the physiologieal sex aetivity of ereetions 
and emissions, or menstruation, as well as the more mental factors of 
sex fancies and dreams and their effects; autoerotic, homosexual, and 
heterosexual features; attitude to family formation. Marital data—date 
of marriage, marital adjustment with degree of satisfaction, special grati- 
fications and disappointments and difficulties; pregnancies and their re- 
sults; attitude to the specific sex factors and satisfactions therefrom ; 
contraception—reasons for and methods used, satisfaction or conflicts 
arising therefrom, and fears of pregnancy. 

f. Interests and habits—the patient's assets in collateral interests as 
in religion, art, theatre, literature, sports, clubs, ete., of an organized 
as well as the more spontaneous personal type; habits—with specific 
inquiry into eating, sleeping, play, and aleohol, tobaeco, drugs, coffee, 
tea, ete. 

This section is most important in view of the breakdown in psychiatric 
eases of the appreciation and utilization of native or aequired assets 
through neglect, or lack of opportunity, and other unwholesome rut for- 
mations. An important therapeutic hint may be discovered in the careful 
check of the interests and habits. 
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g. Previous attacks of a like or unlike character, with specific data as 
to time, duration, symptoms, course and outcome, and where hospitalized. 


4, Personality 


Record the patient’s estimate of himself, and supplement it by state- 
ments of others and by the data of the past history with regard to the 
intelligence, native drives and special interests, the general output of 
energy with variations and their causes, the basic mood with fluctuations 
and their causal factors, the social adaptability with special reference to 
aggressive and submissive qualities, and to seclusive and outgoing tend- 
encies, or to special discrepancies and disharmonies. Note the person- 
ality development with special reference to family and social and work- 
ing setting, to the changes in adolescence, adult life, and senescence, with 
special attention to the degree of balance. 

Avoid the use of too general descriptive terms; adjectives had best 
be supplemented with concrete episodes to illustrate habitual behavior 
patterns. 

5. Family History 


Besides obtaining the actual enumeration of the parents and siblings 
and children, inquire into their personalities for outstanding resemblances 
and differences and traits and for the occurrence of more or less definite 
mental illnesses and of other chronic systemic disease for inherent biolog- 
ieal patterns. This is a good place to gather the data of the family life, 
the intrafamilial relationships with special allegiances, dislikes, frictions, 
ete. 

6. Summary of the Indirect Examination ' 


At this point it is well to put together those faets of the history which 
appeal to one's common sense as having leading or more ineidental sig- 
nificance in the evolution of the complaint for the diagnostic possibilities 
they suggest and for the points provocative of further investigation. This 
presupposes an orderly understanding of the essentials of those natural 
distinetions, eonstituting one's general and special pathology." The 
points mentioned above indicate the range of desirable information, but 
frequently the complete data can be obtained only with repeated sessions. 
Additional data will more or less follow the outline of the personality 
study (see Part I). 

A. preliminary sorting out of the material of the history will suggest: 

a. Essential descriptive characterization of the behavior as (1) minor 
complaining, (2) disorder of the diffusely regulative tendencies (mood 
and affect) or of the topical processes (content), (3) disorder of grasp 
and clearness of consciousness, (4) or deficiencies or oddities, acquired 
or lifelong. 
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b. Some hint as to possible etiological factors in life experience, con- 
stitution (including heredity), exogenie poisons and infections, metabolic 
or other organogenie disorders, and neurogenic disorders, which likewise 
point to therapeutic needs. 

e. The course as lifelong or acquired, progressive or episodic, transient 
or lasting. 


THE DIRECT EXAMINATION 


The direct examination has for its purpose the determination of the 
present status of the patient—a cross-section view of his behavior now 
in contrast to the longitudinal view of the indirect examination, It in- 
cludes the personality functions or mental status and organismal or phys- 
ical status. The mental status is best taken under the following headings: 

1. General appearance and behavior, ineluding the sensorium. 

2. Stream of talk and activity. 

3. Mood. 

4. Content and special preoccupations. 

5. Intellectual resources. 

6. Insight. 


1, General Appearance and Behavior, Including the Sensorium 


It is an interesting commentary on the dominant position of verbal 
language as a tool for personality expression, that most students are 
anxious to engage patients in conversation, take careful notes thereon, 
and tend to neglect the observation of the nonverbal personality per- 
formances. It cannot be stressed too much that skill in dealing with 
patients demands training in the observation of all sorts of performances. 
In noting the general appearance and behavior and sensorium, it is neces- 
sary to use terms which describe accurately what is observed. Beware 
of vague terms, or terms which carry within their context explanatory 
interpretations which in the ease at hand may not be as yet well estab- 
lished. The completeness of the material under this section and the 
following one (2) is a good measure of the capacity for observation be- 
yond that afforded by language. 

Note the degree of ease, the rapport, posture, facial expression, man- 
nerisms, eonditions of dress and toilet, and attention to the examination 
procedure. 

Sensorium.— With the first appearance of the patient, note must be 
made of the clarity of consciousness, best determined by 

a. the apparent grasp of the situation; 


b. the orientation; е 
е. the rapport, guarded, equivocal, neutral, open, frank, confiding. 


158 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


Grasp.—The most common difficulty in grasp is that of confusion, re- 
sulting from: 

a. Toxic conditions including fevers, giving ‘‘clouding’’ of consciousness. 

b. Some affective disorders making clear grasp impossible (as in fear 
states). 

в. Lack of synthesis or fusion—intrinsie difficulty of grasp. 

d. Rush of thoughts and difficulty in choice of the correct ones or loss 
of relative importanee among several items—the so-ealled disorder in 
**figure-background" appreciation. 

e. Agnosias, or loss of, or difficulty in, the intrinsie sensorial associa- 
tive assets, as seeing, without recognizing, ete. 

f. Inadequaey of the assets for the task at hand (feeblemindedness). 

‘Ave things clear to you? Do you ever feel mixed up, or confused? 
How does that come about?” 

Confusion in the true sense noted here is to be differentiated from the 
complaint of **eonfusion," not infrequently presented as the expression 
for a loss of orientative guides (in the metaphorical sense), as for ex- 
ample in the adolescent crises with loss of previous standards in regard 
to religion, sex, ambition, etc., and transient floundering before new and 
adequate guides are established. The complaint generally further re- 
lates to a certain inability to think clearly about the personal problems, 
with a feeling of frustration and panic, and not uncommonly of mild 
depression, 

Orientation.—The recognition of self and others and of space and time. 

Distinction must be made between correct formal orientation (essen- 
tially verbal) and behavior of a sort which demands reasonable grasp 
of the situation. For example, the patient may not ‘‘know”’ he is ina 
hospital, but accepts, even seeks, nursing help, i.e., acts as if he knew 
he were in hospital. 

Shifting and multiple orientation are to be noted. 

The problems of orientation include also detailed analysis of the sense 
for time, space, especially right and left, body parts, both static and in 
motion. These issues will be discussed later in relation to certain focal 
defect (anergasic) syndromes. 

“Have you kept track of the time? 

‘What day (month, year, time of day) is it today? 

‘You know where you are, don’t you? 

‘What sort of place is this? 

**What is this building? 

“What is your full name? 


EXAMINATION METHODS AND IMMEDIATE FINDINGS 159 


"You know who I am, don't you? 

"What is my job? What do I do? 

“Who eame with you (to the consultation, clinic, ete.) ?"' 

Note any variation in grasp and orientation with day or night, when 
with friends and family or with strangers, with ehanges in physieal con- 
dition including fatigue, with emotional factors as annoyance, depres- 
sion, ete. 

2. Stream of Talk and Activity 


The examination should contain a verbatim and characteristic sample 
of the stream of talk, often best obtained by asking for the ** complaint." 

Note specifically : 

a, Underactivity showing general slowing of the motility, including 
talk, with the subjective feeling of difficulty in thinking, usually asso- 
ciated with frank depressive moods (Fig. 26). 

In some cases the activity may be greatly reduced, even to the point 
of a stuporous appearance. Speech is then ordinarily much reduced, even 
to complete mutism. Examination in stupor should note (1) the degree 
of alertness to environmental distractions, as following the examiner with 
the eyes, even when gross bodily movements are absent; (2) the degree 
to which the patient responds to spoken commands, or exhibits negativism 
(active, by doing the opposite of what is requested; or passive, a more 
stubborn resistance to casual attempts at change of posture, ete.) ; (8) 
the presence of sustained queer postures, as holding the head off the 
pillow (Fig. 27); (4) presence of drooling ; (5) reaction to painful cuta- 
neous and deep sensory stimulation; (6) spontaneous changes in the 
motility (especially during sleep), the speech, ete.; (7) whether spoon 
feeding or tube feeding is necessary; (8) evidence of spontaneous or 
reactive emotional display with smiling, laughing, tears, playfulness, 
anxiety, ete.; or (9) eatalepsy and waxy flexibility. 

In other cases the patient may present sleepiness (sopor), from which 
he may be easily, if transiently, aroused ; or coma, from which he cannot 
be aroused and with the physical signs indicating neurologie structural- 
functional involvement., : . 

b. Overactivity showing poorly directed motor agitation and restless- 
ness. More purposeful expansiveness, playfulness, irrepressibility, in- 
eluding ease of thinking and association, distraetibility, and push of talk 
with play on words, rhyming, or flight of ideas. 

Flight of ideas as in the following examples: 

“Oh, my boneless body—that reminds me of the bonus marchers—I 
stood and watched them—Peter, he was great—no, that's Peter, the 
Great," 
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Fig. 26.—Faclal expression in depression, Note the sagging musculature, especial 


of the upper lida. 
(Courtesy of Dr. 8. W. Weltmer, The Spring Grove State Hospital, Catonaville, Md.) 


—Negativism in a case of parergasia (catatonic), showing the head held off 
a characteristic pose held throughout the waking hours. The 
muscies relaxed in sleep. 

(Courtesy of Dr. 8. W. Weltmer, The Spring Grove State Hospital, Catonsville, Md.) 


Fig. 27. 


EXAMINATION METHODS AND IMMEDIATE FINDINGS 161 


“Look at the adhesive on my hip, it is gray—yes, battleships are gray. 
1 see а light—it's shining bright." 

“1 heard a shot (when the water in the tub was turned on)—oh, mayor 
of Chicago, he was shot—he was a friend of mine." 

“Blue skies, I love you truly, 

Blue skies, I love you true. 

Blue skies, I love you also, 

And you love me too, 

Red, white and blue, I love you truly 

And the 48 states just the same. 

Pres, Roosevelt I'm in love with you 

And I'm also in love with the red, white and blue 
And Hitler, I’m put out with you 

Because you threw out the Jew," 

In flight of ideas there are overproduetivity, loss of goal from easy asso- 
ciation, excessive distractibility, either from external or internal source 
through sound or sense association, The successive phrases can be shown, 
in general, to have a certain loose associative relation, The printed ex- 
ample fails to convey the relation of the talk to the general motility, 
venerally also speeded up, and to the playful, elated, irrepressible and 
uninhibited mood, 

The talk may be circumstantial, showing а tendeney to volubility, a 
jack of ineisiveness, and with a wealth of unimportant detail to meh an 
extent as to obscure the goal iden, It is generally related to a euphoric 
mood. ‘The diagnosis of circumstantiality ix not to be arrived at too 
casily, Even in an old person with arteriosclerosis and high blood pros- 
sure, garrulity and apparent eireumstantiality may serve the sole pur- 
pose of deflecting inquiry from topics of intense personal sensitivity. 
When this barrier has been safely passed and rapport established, the 
phenomenon may entirely disappear. 

є. Incongruous, distorted, bizarre activity, with queer postures, man- 
nerisms, facial grimaces, automatic stereotyped movements, negativiam, 
ambivaleney and ambitendency, eatalepsy, ete. (Fig. 27). These are best 
thought of as topical reactions (content) expressed through the general 
motility instead of in the special motility of verbal speech. 

Ambivalency and Ambitendeney refer, respectively, to the presence simul- 
taneously of conflicting or paradoxical transitive emotional attitudes, as 
love and hate, and of overt acts expressing paradoxical trends. The 
patient may show, for example, a back-and-forth movement of his hand 
to meet the hand of the examiner extended in greeting. 
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Automatic Suggestibility.—The patient performs apparently without 
self-eritieism any movement suggested to him, imitates automatically 
every action of the examiner (echopraxia), or the examiner’s verbal pro- 
ductions (echolalia). 

Negativism.—The patient opposes, either aetively by museular move- 
ment in opposition to any impressed from without, or passively by stub- 
born resistance to imposed movement. 

Catalepsy.—The holding of imposed postures of the body or body part 
over a long while without the appearance of effort as judged by facial 
or general body tension. In marked eases the so-called flexibilitas cerea 
(waxy flexibility) is seen, in whieh the body may be ‘‘molded’’ into any 
position without resistance. 

The talk may be reduced to mutism (absence of talk without organic 
disturbance of the speech mechanisms) or may be productive with: 

1. Irrelevance, but coherence. 

9. Incoherence, when successive elements do not appear to hang together 
associatively. 

3. Scattering, as in the following sample in which the successive ele- 
ments appear to have such a high degree of incoherence as to have lost 
all associative continuity. (Distinguish from flight of ideas!) 

“Tt is right painful and causes it to be right sorrowful and right un- 
digestive matters. There practically was no digestive—no living then 
any more than borning in life. In that case we feel right close to stock 
and we look upon that stock of food—well, I have lost my worries—we 
look upon that stock as though feeling it wanted to feed us. That horse 
was a well-digestive horse and a fine animal. He had a way of dropping 
lights down the throat—some kind of a man had been very brutal to this 
animal—he had been lashed unbeknownst to us, and it went to his throat 
some way or other and hurt him, but he gave me this light to understand 
how he hurt. I hadn’t quite finished dropping the light—”’ 

(How did all that affect you?) “Tt simply dried me all up in a ball— 
when I went to walk, was told to do things. Of course, I was blind 
most of the time and so blind I would bump into things. Tt was a matter 
of birth—bumping to travel. And when I was in bed it was a matter of 
birth beds—three doctors and nearly got a spark of life to attract at- 
tention to others to give me life." 


Marked scattering is referred to as verbigeration, the final product as 
a word salad, as in the following poem, which also is replete with neologism 
(see page 164). 
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UT 
By H. R. H. 


d 
“Аро and Geodd when fane was 
aeted, lode and sod the Miries does, 
Code to God and then the faeted ane 
Kabyles and train the taeted brain. 


2. 

**Fesoured and pealed than Game can, 
lame! Odd and breath the pulse is ran 
Syllus and Death, the challonees iraes 
fetter Man tode the chancre deliries. 


3. 
“The Prose accounting Mense the gulling 
tense, deleaned the faitaned, a Probity annulling 
Those, as, traited, tonsures traminoed 
The fasted fires of Pedantry is dominoed.’’ 


4. Vagueness, in which the goal idea appears to be so uncertain as to be 
uncommunieable, or is expressed by reference to more peripherally placed 
ideas, or is not expressed at all through the apparent assumption that the 
hearer already knows all. 

(How does the treatment affect you?) * Well, it—at first it tends to 
change the point of view from one—at least with me—this happens to be 
my trouble, having too general a viewpoint—to one that can accept a 
rather restricted generalizing aspect to one of calm and indifference to the 
disturbing points of view that have more or less set up the generalizing. 
In other words, establish the case, or I might say, point of view. Perfect- 
ing my point of view.” 


(What were we talking about?) ‘‘I was beginning the explanation of 
the inception of things. When I was in high school I wrote for the literary 
publication some short stories and some verse and in subsequent publica- 
tions a number of pieces that had a definite—as Т look back on it now— 
a definite prophetic point of view. I don’t mean to say that I have any- 
thing of the prophetic point of view, because I am as stupid as the next 
man as far as what’s going to happen in the future. But, in this sort of 
thing, I do happen to understand what compares to other writing of a 
cratic nature, a better broadcasting point of view. Naturally, that has 
affected my understanding a good bit. Too, I don't know about other 
people, but when I read something that is a prediction, has an estimate 
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of what/s coming in the future, no matter what I may have thought pre- 
viously, the effect. of that sort of information is as a very definite invoca- 
tion upon my pensiveness or negativeness; I talked against it. I say yes 
since I believe that from many I took a good bit as I have expressed it. 
So—that is away from the point at hand—so I will say at a time when 
the world was in the middle of a judgment and war was in the air. A 
sound man of my age and temperament with a certain—without sufficient 
talent to become known for that talent. If I had been an actor and had 
made some name on the stage, and had the talent in the stage, I perhaps 
would have had less trouble, or if I had been a really good writer, but I 
was a very poor writer in the accepted sense of writing, and I was very 
much impressed with a writing career and whatever conscious effort | 
made along this line has been in the command of the English language, 
in expressing whatever ideas I may have had at that time. So that it 
was largely a crucial view point and a dynamie one. ]t was not a dy- 
namie one as eompared with the more or less scholarly point of view— 
I had no seholarly point of view. I was moved largely by the shaping 
of cireumstances so that perhaps my whole effort was an attempt to 
escape from the consequences of the war, as it was moving more—and 1 
attempted to meet the war insofar as it would affect my life, and let 
it go at that, so many had an idea it was perhaps the sensible thing to 
do. But it was at once almost an impossibility because I had a thought 
to do before I could be good, because 1 would have to train assiduously. 
My talents were very meager. So I knew that I would have to go to 
college and I couldn’t ever break into a profession because I knew that 
Thad to take academic work before I knew where I was fitted. That was 
apart from any actual war difficulties. ’’ 

5. Queer distortions of words and phrases, showing condensations of 
words or parts of words or new word formation (neologism). 

“Tt means they get by with us by construping this wonderful constro. 
That means they explain and they seem to be unlessened by pergatosh. 
Plutoyismus. (See also the poem under paragraph 3 above.) 

6. Interference with the stream of thought and speech by : 

a. Blocking, through the sudden appearance of topies of preoccupa- 
tion, hallucinations, delusions. 

b. Sudden disappearance of thoughts, often expressed as someone 
taking the thoughts away. 

c. Crowding in of random thoughts. 

d. Simple poverty of thoughts. 

7. Failure to exclude gross paradoxical elements, either logical or physi- 
cal (spatial, temporal, causal). 
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This may be noted in the spontaneous speech, but may be brought out 
by the use of the Hausmann test (see pages 67-68, Part T). The subject 
fails to detect the absurdities not only spontaneously but even when he is 
urged to look for corrections and finally is asked directly to find them. 

This performance should be compared with the detection of absurdities 
in the Binet-Simon test (year XII of the Stanford revision). The greater 
length of the Hausmann test sometimes seems to make for failure when 
a good performance is made with the Binet-Simon test. 

According to Hausmann, failure on the absurdity test may be consid- 
ered to denote intrinsic thinking difficulty in this fashion only when the 
general intellectual level and the attention and grasp are normal as 
judged by the other portions of the test.* 

Other formal disorders of speech are those which show evidence of 
intrinsie disorder in the speech mechanisms, in planning, expression, or 
conversation, as difficulty in word understanding. These are the various 
sorts of aphasie disturbances and will be considered later in the detailed 
deseription of certain organic deficit (anergasic) disorders. ; 

Also note any interference with speech through dysarthria (disorder of 
peripheral speech mechanisms). 

At this point note the personal reaction to the speech difficulty; in the 
general motility, the affects, the content, and fluctuations in effectiveness 
of the speech with environmental and affective factors and variations in 
the physical fitness. 

From this point on, the examination record should contain the ver- 
batim questions and answers. 


3. Mood 


The items of importance in relation to mood disorders are: 

1. The diffuseness, or intransitiveness, with lack of topical objects—as 
diffuse sadness, melancholy, depression, or lonesomeness; or elation, 
euphoria, expansiveness. 

9, In contrast to the above, the topicality, or transitiveness, as in worry, 
anxiety, fear, hate, suspicion, or ecstasy. 

3. Mood equivalents or accompaniments, at times replacing clear recog- 
nition or statement of mood. These are especially feelings of initiative and 
energy and of fatigue. With depression there are loss of initiative and 
energy, and excessive fatigue; with elation initiative and energy are abun- 
dant, and fatigue is reduced. 

4. The degree of fixation or of lability. 

5. The variations within the limits of a relatively fixed mood. Especially 
to be noted are variations from one part of the day to another, and from 
one day to another. 


*Hausmann, M. F.—loc. cit. 
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6. The presence of ideas of desperation, leading to suicidal gestures ; of 
asocial tendencies; or of social embarrassment, ete. 

7. The physiological reactions accompanying mood besides those men- 
tioned in (3) above: especially sleep, appetite and weight, bowel aetion, 
pulse and respiration rates, musele tonus changes. 

In reality there is probably only rarely, if ever, a completely diffuse 
affect without topical content. It remains a practically useful issue, how- 
ever, to determine the relative significance of the content, the degree of its 
congruity with the mood, and whether it appears best explained as a 
natural outgrowth of the mood or whether it more likely determines the 
mood. The chronological order of the developments offers considerable 
help in this issue. 

Fear and anxiety are differentiated by the clarity and origin of the 
object. Fear as an emotional state has a clear object externally placed. 
Anxiety results from inner forces (instinctual cravings, fancies, memories, 
ete.) poorly recognized. Both fear and anxiety have marked vasovege- 
tative repercussions, with special reference to the cardiorespiratory and 
vestibular systems. i 

The questions concerning the affect must be framed so as to elicit an 
unprejudiced answer. It is best to begin with the most neutral naive 
questions and to proceed to more pointed ones only when the ground 
has been thoroughly prepared in advance. The following have been 
found useful: 1 

“How are you? Any different from when you are quite well? Any 
change in yourself or in others? 

“How do you feel? 

“How are your spirits? 

‘How is your mood? 

“How is your initiative? Optimism?" 

Then: 

“How does it affect you? 

“What do you mean by ‘blue,’ ‘anxious,’ or ‘afraid’ (whatever has been 
mentioned) ? 

“How do things (the world, life, the future) look to you? 

* Any ups and downs? Under any special conditions, or at any times? 

“Have you noticed any change from one part of the day to another? 
Or from one day to another? 

‘What part of the day are you apt to feel the worst, and the best? 
To have the least and the most pep? To be tiredest? 

“How is this different from your usual feeling? 
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“Does it ever drive you to despair? Does it ever make you feel 
desperate? 

“Toes life seem worth living? 

“Do you see any way out of the trouble? 

“Do you relate these feelings to any other difficulties?” 


4, Content and Special Preoccupations 


The topical reactions take many. forms. The simplest are those asso- 
ciated with dominant mood fixations, as worry, anxiety, hate, ecstasy, 
etc. (the transitive moods). 3 

The transition to this portion of the examination is made immediately 
by inquiring as to why the patient is worried, or anxious, or eestatie, ete. 
In such a ease one might naturally expect some relation between the 
content and the leading factors of the history. The greatest divergences 
may be seen and should occasion no surprise. For example, a man who 
becomes depressed after the loss of his life’s savings in a bank failure 
may offer worry over childhood masturbation as the principal content 
at the time. It is a matter of some importance to determine the relation 
of the worries or preoceupations with the real situation; the displacement 
of preoccupation to subjects and to times remote from the realities in- 
dicates more serious involvement. Frequently the topics of a transitive 
mood are well disguised or not clearly known as in certain anxiety states 
and states of uneasiness. 

In addition to the types of content secondary and appropriate to 
moods, the following are important and must be inquired into. They 
are always accompanied by mood reactions more or less appropriate and 
secondary to them. 

Preoccupations and Daydreams (Imaginations).—These have their 
representation in universal experience and need no further definition. 
They become important and pathological when through their insistence 
or seductiveness they are no longer under complete voluntary control 
and so interfere with more useful socialized activity, or where they inter- 
fere with a proper appreciation of reality. They represent common un- 
wholesome efforts at management of issues of personal sensitivity or the 
vicarious satisfying of desires without further effort. 

Obsessions are more insistent thoughts (also fears and phobias, doubts) 
recognized as arising from the self, which course through the mind and 
cannot be voluntarily erased, usually regarded by the patient as absurd, 
relatively meaningless, or counter to his own desires. 

Compulsions are acts performed through some inner need, the omission 
of which produces feelings of tension or anxiety, which are relieved by 
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their performance. Compulsive acts differ from obsessions only in being 
more full-fledged overt performances. 

Phobias are less obviously topical and unreasonable fears leading to 
insistent avoidance reactions—e.g., fear of what may happen (indefinite о! 
unstated) if caught in a closed car or elevator—leading to insistent need 
to avoid such possibilities and to fear when they cannot be avoided. 

“Do you have any thoughts which you can’t get rid of? 

“Do you find yourself thinking of things and can’t stop, or are you 
ever aware of thoughts, or words, or phrases, or tunes going round and 
round in your mind, and do you find yourself unable to control them’ 

“Are you unreasonably bothered by storms, heights, trains, open 
spaces, crowds, traffic, ete.? In what way? 

“Ро you have difficulty in making decisions, finding yourself wave: 
ing constantly, and harassed by doubts? 

“Ро you feel compelled to do certain acts, or rituals? Do they seen 
reasonable to you? 

“Do you feel uncomfortable until they are done, even though you 
know them to be foolish, or unimportant? (H.g., handwashing over an 
over again, locking and relocking the door, certain rituals for dressing 
and undressing, feeling of need for the curtains to hang all on a level, ete. ) 

* Are you unable to stop these actions at will? What happens if you 
do or do not??? 

One should inquire about the fluctuations in kind and intensity and 
the causes. 

Familiarity Experiences (déja vu).—‘‘Have you ever been in a strange 
place or situation of any sort and suddenly had the vivid feeling that 
you had been there before, or had experienced it all before? 

“Deseribe the experience. 

“Do these experiences occur in any special setting? 

‘How long do they last? 

“How do they affect you?" 

Unfamiliarity Feelings—(a) Unreality (loss of reality of the outside 
world, also called ‘‘derealization’’), and (b) depersonalization (feelings 
of change in or loss of the reality of the self, or of the emotions, *tbe- 
numbing”). 

a. Unreality ; 

Inquire into the reverse order of things of the above paragraph. 
Also; 

“о things seem natural (real) to you? 

“То people, the trees, sky, room, ete., look as always to you? How 
are they different? 

“What has done this to you?” 


EXAMINATION METHODS AND IMMEDIATE FINDINGS 169 


b. Depersonalization: 
** Are you aware of any change in yourself ? 
“Are you able to feel about things as usual? 
"In what way are you different? Does your body feel changed? 
“Do things ‘register’ with you as in the past? 
“Ноу do these things affect you? 
“How did this change come about?" 

Experience shows that feelings of depersonalization not rarely come 
about suddenly as the aftermath of a vivid experience, described vari- 
ously as a sensation of a ‘‘snap’’ or ‘‘blow”’ on, or in, the head. This 
constitutes the so-called psycholeptic attack. The essential features are 
the unexpected, sudden, vivid sensory experience, the release of long-stand- 
ing tension feeling to the point of more or less complete depersonalization, 
and the eonvietion on the part of the patient that something happened in 
the brain to bring about the change. This may be variously interpreted, 
from direct physiological change to punishment from heaven. 

Dreams.—Ask concerning the dreams, their'frequeney, vividness, and 
how well remembered, especially for troublesome, anxious dreams, fre- 
quently recurring dreams, and the patient’s spontaneous associations and 
interpretations. 

The content items above are obligatorily or at least usually recognized as 
having their origins with the self (‘‘autopsychic’’ [Wernicke]), and a fair 
assessment should be made of their reality value. The items to follow have 
in common a partial or complete loss of the recognition of the origins in 
the self as feelings of personal insecurity, affectively charged topics of per- 
sonal sensitiveness, or dominant motives and desires; together with their 
active disowning by allocation to the external environment (‘‘allopsychie’’ 
phenomena of Wernicke) as projections of various sorts. The projection 
may be partial, complete, or fluctuating, with more or less insight into the 
betrayal of personal responsibility for them. The betrayal or disowning 
results when the content is of a sort to interfere with the balance of the 
satisfactions, and to effect the disowning the patient utilizes quirks in the 
thinking processes, the sensory elaborations, and in the reality estimation, 

Ideas of reference are affectively charged feelings of being the object 
of environmental attention, especially of being the object of persecution 
or unfair dealing of some sort. Casual events become directed toward the 
self in a thoroughgoing egocentric fashion. 

**Do you feel at ease? 

“How do people (does the world) treat you? 

“Have you ever felt singled out for special attention, or watched, or 
spied on? Or talked about? 

“Do people like you? How have you noticed their attitude to you? 

“Does anyone ‘have it in’ for you? 
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“Has anyone a grudge against you? 

‘Under what circumstances, or why and how does it affect you?” will 
bring out further elaborations. 

Sensitive Ideas of Reference —Certain ideas of reference clearly bear 
the stamp of sensitivity readily acknowledged by the patient and so differ 
from the usual ideas of reference in which the external projection is com- 
plete. 

‘‘ Have you in any sense deserved the attention you feel yourself get- 
ting?" 

The patient may say in effect: ‘There is something about me which 
causes this attention which distresses me so, but the attention is cruelly 
overdone. Why do they ‘rub it in'?" 

Passivity feelings are feelings of being under the control or guidanee of 
an external force, for good or ill, as manifestations of abnormal submissive- 
ness to internal needs or demands, disowned and projected. 

**Do you ever feel that your thoughts or aetions are under any outside 
force (influence) or control? How do you become aware of it? 

“Апу unusual experiences? 

**Do you ever feel hypnotized ? 

“Do you ever feel made to do or think things against your will? 

“Do your thoughts ever suddenly disappear? How do you aecount 
for it? 

Сап people read your mind? 

‘Does the radio have any special influence over you?" 

Inquire into the inverse phenomena, the feeling of being able to influence 
others, to read minds, ete. 

Delusions (false beliefs) and hallucinations (imaginary sensory experi- 
ences without external stimuli) or illusions (false interpretations) .—De- 
lusions are likely to appear in the detailed present illness or in the mental 
status as ideas of reference and paranoid ideas. Grandiose ideas may be 
elieited. 

Both delusions and hallueinations are sought as follows : 

“Has anything which you do not understand and which you cannot 
explain happened to you? 

‘Have you had any unusual or peculiar experiences lately (since you 
have been sick) ? д 

“Any imaginations? 

* Any daydreams? How real are these experiences to уоп???” 

More pointed questioning with reference to hallucinations (auditory, 
visual, olfactory, gustatory, somesthetie) may be: 

«Have you seen (heard, smelled, tasted, felt) anythiug unusual? 
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“Do you ever hear your name called when no one is about (or when 
you are alone in your room) ? 

“Do you hear people talk to (or about) you? 

“Do you ever get messages from heaven? 

“Do messages come to you by name over the radio? 

“Have you seen any visions? 

*'Have you been bothered by any unpleasant odors? 

**Have you felt the need for bathing more frequently than usual? 

“What soap do you use (Lifebuoy)? (in the case of body odor).’’ 

Any affirmative answer is to be taken as a lead for the further descrip- 
tion of exactly how the phenomena occur (especially whether the patient 
was awake, asleep, or in the transition stage), what the nature of the con- 
tent is, its vividness, clearness of projection, of perception, its degree of 
reality, the relation to moods, the effect on the patient and the means of 
control. For visual hallucinations data concerning the quadrant of the 
visual field in which they appear, presence of movement and its direction, 
size, color, complexity are important. For auditory hallucinations, besides 
the content, whether heard as indefinite sounds, noises, voices (and whether 
identified), or musie, in which ear heard, whether apparently located ex- 
ternally or within the head, throat, chest, abdomen, ete., whether movement 
of the muscles of speech accompanies the hallucinations, the affective reae- 
tion to them, and whether they lead to overt action. Do the hallucinations 
remain constant or change, and with any special pattern of change? 

Autochthonous ideas are vivid ideas which suddenly come with strong 
illuminating and explanatory power into a troubled brooding situation and 
furnish such a complete answer to all the questioning as to preclude the 
necessity for unbiased check-up for their validity. They are likely to 
become the leading and dominant ideas in paranoid systems of beliefs. 

Paranoid ideas refer to systematized delusions (including ideas of refer- 
ence, autochthonous ideas, and passivity feelings, and the belief in the 
motives behind them and in the reality of hallucinations). The systema- 
tization may refer only to events of the present, or it may act retrospec- 
tively in a reworking of the past in a manner predetermined by the 
delusions, the patient appearing to gain added conviction by the short- 
circuited reasoning. This is the so-called retrospective falsification. 

These classical ‘‘content’” reactions are not to be dissociated from their 
affects. For example, paranoid systems of ideas are usually associated 
with frank suspicion, hate, or anxiety. Affect and content are always as- 
sociated. The question is which seems to be leading and which secondary 


or incidental. 
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Finally inquire into the physical complaints—the status of the general 
health, presence of aches or pains, or unusual physical sensations. Ques- 
tioning may reveal unusual physical concern, lack of confidence in the 
capacity for health, excessive physical complaining, depersonalization, 
anxiety with cardiorespiratory and vestibular features, or bizarre, dis- 
torted somatic delusions, or somesthetie hallucinations. 

Throughout the examination of content the purpose is to elicit the spon- 
taneous unprejudiced account. This portion of the examination is likely 
to encounter difficulty since it is directly concerned with material about 
which the patient may be sensitive, at least sensitive to sharing in discus- 
sion. The completeness of this portion of the examination is in some cases 
a good measure of the degree of rapport between the patient and the 
examiner. 


5. Intellectual Resources 


This portion of the examination is liable to provoke annoyance or 
anxiety through the fact of being put to the test. This may be avoided 
by introducing the subject with the question: 

‘Have you had any difficulty in thinking, concentration, or memory?’ 

This gives many patients a welcome opportunity to excuse errors in 
advanee, at the same time orienting the examiner toward special sub- 
jective difficulty. The data are taken in the following order: 

Retention and Recall.—The patient is given three items (e.g., a city, 
a street address, a color) to remember and is told that he is going to be 
asked to reproduce them within a specified time (3 minutes to 10 minutes 
or longer). The examination proceeds as usual and then the patient is 
asked for the three items. This is a test of active retention. Also the 
patient may be led to mention three things in a casual conversation and 
later asked to reproduce them. This tests the passive retention. 

"The retention of digits: For this purpose one may make up his own 
list, or use the numbers from the Stanford revision of the Binet-Simon 
test. Ask the patient to repeat the digits forward, then others back- 
ward, as: 


Repeat forward Repeat backward 
42689 3182 
517283 69187 
6273981 418593 
51482697 


It is always advised to begin with an easy task in order to avoid the 
sensitiveness early failure might produce. Progress then to the next 
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number. The digits are to be pronounced at about the rate of one per 
second, and care must be taken to avoid repetition of digits or their 
arrangement, or emphases and punctuations which would aid in the 
reproduction. Ordinarily 6 to 8 digits forward, and one less backward 
are retained. 

Note any consistent tendency to repeat things almost correctly, as, for 
example, repeating all digits but the last, no matter how many digits in 
the number. This suggests play acting at retention deficit. 

The patient is given then a simple story to read and asked to reproduce 
immediately the substance of the story. The “ Соуђоу Story’’ is useful: 


A cowboy from Arizona went to San Francisco with his dog, 
which he left at a dealer’s while he purchased a suit of new 
clothes. Dressed finely, he went to the dog, whistled to him, ealled 
him by name, and patted him. But the dog would have nothing 
to do with him in his new hat and coat, but gave a mournful howl. 
Coaxing was of no effect, so the cowboy went away and donned 
his old garments, whereupon the dog immediately showed his wild 
joy on seeing his master as he thought he ought to be. 


Or the story in year X of the Stanford revision of the Binet-Simon test 
may be used. 

Memory.—Recent, intermediate, remote. Best checked by the dates 
of the history with reference to the facts and to consistency in the story. 
Recent memory may be checked with events of the preceding twenty- 
four hours, which of course must be corroborated from authentic outside 
sources. 

Attention should be paid to the relative effectiveness of (1) the mem- 
ory for experiential data of significance in the patient’s life and espe- 
cially in the development of the complaint (essentially emotionally 
charged), and (2) of the more impersonal material, as the data of school 
training. 

Note any tendeney to ‘‘forget’’ important factual historical material 
fairly obvious even to the examiner. This suggests suppression of mem- 
ory, conscious or otherwise. 

Note also confabulation—spinning of fanciful pseudomemories—as an 
embarrassment reaction to defective memory, or spontaneously as uncon- 
trolled faney. Note any tendency to arrange memory fragments without 
regard to time or to give a good account of memories in relation to a 
stated time or place, itself incorrect. 

Calculation.— Without pencil and paper, unless the patient has too 
great difficulty, when the fact should be noted. 
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Use simple calculations, or at least calculations within the range o! 
the patient’s educational advantages and life opportunities as determined 
by the history—addition, subtraction, division, and multiplication of in 
creasing complexity. 

Serial subtraction: 100 minus 7 is a most useful test. It requires keep 
ing in mind the goal, retention of the last figure, and brings out slowing, 
early errors from tension and anxiety, late errors from fatigue, blocking, 
carelessness, or lack of appreciation of errors, ete. Ask the patient then 
to divide 100 by 7, and note if he gets the correct answer, or the same 
fraction left over, and if he notes any inconsistency. 

Caleulation has assumed special importance in relation to certain 
topical organic deficit (anergasic) reactions. It may be said in anticipa 
tion of their later discussion that calculation offers valuable clues as to 
the facility in the appreciation and management of space and may be 
best brought out when done with paper and pencil. 

General Information.—Events of the day—newspaper items, political 
economic, artistic, ete. Facts of geography, history (local, national, and 
international) within the probable range of the patient’s opportunities 
and interests. 

“Do you keep track of events, read the papers, ete.? What are son: 
recent things that have interested you or attracted your attention? 

‘What do you think of the present political (business, ete.) situation?” 

The patient is not tested for how much he knows, but if he knows as 
much as he reasonably should in view of his opportunities and his inter- 
ests, The list of questions will be adapted to the patient, and, of course, 
the answers must be known beforehand to the examiner. 

Judgment.—HFormally tested by discriminations, as: ‘‘ What is the dif- 
ference between a mistake and a lie (dwarf and child, tree and bush, 
ete.) ? Also by reference to the absurdities in the Binet-Simon test 
(Stanford revision) for year X, or the Binet-Simon fables for years X 
and XIV, ete, 


Ask concerning the plans for the future, whieh may elieit a more spon- 
taneous performanee. 

Note any tendency for sensorium, affect, content, or intelleetual dis- 
orders to distort judgment of personal and of more casual matters. 

In many adults and in all children, more exact knowledge concerning 
the intellectual level is desirable. Recourse may be had to any one of 
the several ‘‘intelligence tests’? which have been standardized as to 
method of administration and scoring of the results. For ordinary 
psychiatric work, the Stanford revision of the Binet-Simon test, or the 
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Army Alpha test will be found very useful and practicable.* For the . 
best results with these tests considerable skill in obtaining cooperation 
of the patient and in interpreting the behavior during the test is neces- 
sary. A quantitative estimation of the intelligence is to be considered 
as adequate only when given under the optimal conditions. Poor rap- 
port, physieal distress, fever, environmental distraetions are common 
vitiating factors and should always be noted in the body of the test. 

In children, the intelligence scoring may be compared with the scholas- 
tie record. Special difficulties in reading, writing, or calculation are fre- 
quently discovered in applying the tests. 


6. Insight 

Under this heading is obtained the verbatim statement of the pa- 
Hent's summing up.or formulation to himself of his present situation. 
‘here are many instances when the physician’s use of the word “sick” 
or * ill? will not be appreciated. The questioning had best proceed then 
from the most neutral beginning: 

‘What do you think about all this you have told me? 

“Ноу do you explain your present situation? 

“Is anything wrong with you? What is it? 

*"What do you think is the matter with you? 

"What would you say was the nature of your trouble? 

‘When things do not go right with us, we naturally look about for 
explanations. Have you come to any conclusions concerning yourself 
(this situation you find yourself in) ? 

“Do you consider yourself as any different now from what you have 
always been? And how different? 

“Ноу do you explain the interest (concern) of your family (friends) 
in wanting this examination (when the patient has denied anything 
amiss) ? 

“Are you sick?”’ 

Fundamental Organismal Rhythms.—Current observation of the pa- 
tient will take into account the state of the fundamental organismal 
rhythms and habits: the character, amount and satisfaction from 

1. Sleep. Disturbances occur as 

a. Difficulty in falling asleep from worry, preoccupation or other con- 
tent problem, and from poor sleep habits. 
b. Early waking, associated frequently with depressive moods. 


*F ils of Binet-Simon test, see Terman, Lewis M.: The Measurement of 

хао ааа од Tote) Houghton, Mifflin Co.; and for the m Alpha test, Robert 

us Yerkes and Clarence S. Yoakum: Army Mental Tests, New York, 1920, H. 
olt & Co. 
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e. Intermittent sleep, in tense states and in toxie conditions. 
d. Disturbing dreams. 

2. The appetite and weight. The appetite may be reduced or increased 
or directed to special and to peculiar foods. It may suffer in relation to 
moods, and to content problems, as in the refusal to eat through the 
delusion that life may be sustained through faith alone. 

The relation of the weight fluctuations to the appetite is important, 
revealing endocrine workings, vitamin lack, ete. 

3. Bowel Function. Disturbances as constipation, diarrhea, alone or 
alternately. 

4. Sex Rhythms. The menses may show irregularity, increased or re- 
duced frequency, or absence. Erections and night emissions likewise are 
inereased or decreased in frequency. The spontaneous sex arousals and 
the sex desire may be increased or decreased. 

In taking stock of all these functions direct observation must check the 
verbal statements, since the latter are likely to suffer from poor self- 
observation, or from emotional and content-determined attitudes to the 
issues at stake, Family or nurses assigned to саѕеѕ. can give the necessary 
faetual data. 


CONDENSED EXAMINATION FOR GENERAL 
CONSULTATION USE 

The medical practitioner will often find a brief condensed history and 
examination of the mental status useful in giving a broader meaning to 
the consultation results, preferring to leave to the psyehiatrist the more 
extensive inquiry as given above. In such a ease the following data are 
helpful and essential: 

Age, date and place of birth. Ноу many are in the family? Which 
one are уоп??? 

General health prior to the present illness. 

“How much schooling have you had? Why did you leave? At what 
age? 

“What work have you done? How do you like it? 

“Do you make enough to live on and save some? 

“Tf married, when? How many children? Is your sex life satisfac- 
tory to you and to your partner? į 

** Are you satisfied with your sex adjustment? Tf not, why? 

«Are your periods regular? Any discomfort with them? 

“What do you do for fun or recreation? What are your hobbies? 
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“How much do you smoke and drink? 

* Are you a good sleeper? 

“Ноу are your appetite and weight? 

“Do you belong to any organizations? 

* What do you like doing best? 

“Are you a cheerful person, or not? 

“Do you have adequate energy and ambition? 

“Do you tire easily? 

“Have you many friends? 

“Ts there any nervousness in the family? Anyone with any trouble 
like yours?” 

General appearance and behavior: quiet, excited; clean, unkempt; 
sad, cheerful; apathetic, silly, alert. 

Talk and activity: Reduced, increased, bizarre or congruous. 

Mood: ‘How are your spirits? Cheerful? Optimistic? How do you 
feel about things in general? What is the best, and the worst, part of 
your day? Any crying spells? Ever desperate?”’ 

Content: ‘Any worries or concerns? Any thoughts you cannot throw 
off? Any peeuliar or unusual experiences? Do people treat you fairly?” 

Sensorium and intellectual resources: ** What is your full name? What 
is the date today? When did you first consult your doetor? What exami- 
nations have you had so far? 

“Have you noted any difficulty in concentration, or in memory? 

“Have you felt interested in things and have you kept up with what 
is going on, reading the paper, listening to the radio? 

‘What recent news has interested you?" 

Retention of digits. 

Serial subtraction—100 minus 7, ete. 

“What are your plans? 

“What do you think is wrong with you? What have you been told? 
What have you feared was wrong?" 

The retention of digits and the serial subtraction problem may be given 
while the examination of the tendon reflexes is being made, and thus 
the tension from which some patients suffer when put to this test may 
be reduced. Time is also saved. 

Such a brief examination gives the patient the maximal opportunity 
for spontaneous performance, at the same time covers the obligatory 
items in a cursory fashion. 
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Fig. 28.—The behavior chart (recorded by the nurses). 
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Fig. 29.—' The sleep chart (recorded by the nurses). 
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CONTRIBUTORY EXAMINATIONS 


This leads directly into highly technical fields, for the most part still 
problems in research, but often with great practicability. When local- 
izable brain damage is suspected, special examination should be made of 
the special tools of the personality, to use J. Lange’s apt term—speech, 
writing, reading; visual recognition of familiar objects, forms, and 
colors; calculation, musical ability, handling and use of familiar objects 
in test situations, ability to make schematic drawings and to construct 
simple designs with blocks, spatial orientation of the parts of the body 
and of external objects, right-left orientation, recognition and naming of 
the digits of the hands, ability to sort objects (or pictures of them) into 
**eategories," ete. 

To determine affect and content problems and type of personality or- 
ganization, the psychogalvanie reflex, the Jung free association test, the 
Rorschach test, the Murray Thematie Apperception test, the productions 
under the conditions of free association (especially related to dreams) and 
of hypnosis are helpful. 

The electrical skin resistance gives evidence as to the degree of ten- 
sion and is useful in the differentiations of tense states, stupors, and 
pathological sleep. The conditioned-response test situation gives evi- 
dence concerning the thinking processes. These accessory aids will be 
referred to in detail later in connection with specific case histories anc 
in Part III (Treatment). 

Of the utmost usefulness in situations where twenty-four-hour observa- 
tion is possible are recordings of the total behavior and of the sleep. 

The behavior chart (Fig. 28), introduced by Adolf Meyer, records the 
nurses’ daily observations of the patient. The graphic chart is supple- 
mented by descriptive accounts of the patient’s actual behavior, day and 
night. The items noted on the margin of the chart were carefully se- 
lected as being most generally useful, and the blank spaces offer oppor- 
tunity for individual variation. (See later chapters for actual records in 
specific cases.) 

The sleep chart (Fig. 29) affords in a little space considerable infor- 
mation concerning the sleep, its continuity, or its intermittent character, 
the total amount, and the correlation with medication. The graph is 
supplemented by nurses’ notes. The total amount of sleep is also charted 
as a continuous line at the base of the behavior chart.* 


THE PHYSICAL STATUS 


The physical examination is complete. Experience shows that special 
attention should be paid to body build (pyknic, athletic, asthenic, dys- 
plastie types); evidence of endocrine dyserasia, focal infections, the 


EXAMINATION METHODS AND IMMEDIATE FINDINGS 181 


gastrointestinal functions; the genital development and workings; the 
neurologic status, including the autonomie and hormonal participations 
in emotional reactions; and the serological, blood chemistry, and spinal 
fluid studies. The electroencephalogram, the encephalogram, and the 
ventrieulogram are mandatory in certain conditions. 

The physical findings may appear purely incidental in the behavior 
picture, or more closely integrated into that picture, or may be as yet 
largely a matter of research interest. Reference will be made later to 
the more common somatic findings in certain behavior patterns. 


The detailed physical data include the following: 


Neurological Status 
In making the neurological examination, the following schema of 
anatomical structures and their functioning may be helpful: 
I. Segmental structure-function. 
А. Spinal segments. 


Name Segments involved 
1. Tendon and periosteal reflexes 


a. Upper extremity 


Biceps C4, 5, 6 
Triceps C6, 7, 8 
Cubitopronator C6, 7, 8, D1 
Styloradial 05, 6 
Flexors of fingers €8, D1 
b. Lower extremity and trunk 

Costosternal border T8, 9 
Mediopubien T6-12, L1, 2 
Adduetors L2, 3,4 
Peroneofemoral L5, 81, 2 
Tibiofemoral 14, 5, 81 
Knee jerk L2, 3, 4 
Ankle jerk L5, S1, 2 
Medioplantar L5, 81, 2 
2. Cutaneous reflexes 

Abdominals T6-12 
Cremasteric 82, 3,4 
Bulbocavernosus 88 

Anal S4 

Plantar (Babinski) L5, 81,2 


3. Reflexes of medullary automatism, or of defense 
a. Method of Babinski—cutaneous stimulation of dorsum of foot. 
b. Method of Marie and Foix—forced plantar flexion of great toe 
producing: triple flexion, crossed extension reflex, walking reflex, ete. 
4, Pilomotor reflexes: (André Thomas) 
Sympathetic centers for face, neck, upper portion of 


thorax 1, 2, 3 
for arm T4, 5, 6, 7 
for leg T9, 10, 11, 12, L1 


B. Segments of the brain (Figs. 30 and 31). 
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Fig. 30.—Dorsal view of the sensorimotor plate showing the segmental divisions with 
their respective motor nuclei. (The figure was traced from the serial sections used in 
the brain reconstruction course as given by Dr. Adolf Meyer.) 
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Fig. 31.—Ventral view of the sensorimotor plate showing the segmental divisions with 
their respective motor nuclel. (This figure was traced from the serial sections used in 
the brain reconstruction course as given by Dr. Adolf Meyer.) 


MIDBRAIN SEGMENT 


NORMAL TEST 
NUMBER NAME! i FONCION REFLEX SYNERGIC YOLUNTARY 
(Segmental and inter- | (Interseg- (Cortieal in- 
segmental—needing | mental.) fluence and 
no cooperation). demanding co- 
^ operation). 
iii Oeulomotor |Movement of  |Normal nystagmus on Conjugate Movements as 
a) Principal eyes— labyrinthine stimula-| movements to | noted. 
nuclei inward tion - (viii, i -| side (with vi). 
(to ex- | downward ii). Eyes move up 
tra- upward ' [Normal optokinetie and out with 
ocular elevate upper | nystagmus (lateral | closure of lids 
muscles) | lid nystagmus on fixa- (as in sleep); 
(except | of conver- tion on rotating Blinking when 
super- gence.* drum with vertical) eyes are 
oblique bars painted there- moved from 
and on) (ii - iii, vi). one extreme 
ext. Movement of oppo- | lateral posi- 
reetus). site eye conjugately | tion to the 


to side of sound аё) other.t 

ear - (уйй, - iii — 

vi). 

b) Edinger- |Contraction of |Contraction of pupil Contraction of |__--_-------- 
West- pupil to light | to light (ii - iii). pupil on ae- 


phal nu- | and on accom- commodation. 
cleus (to| modation.t Contraetion of 
intraoc- pupils when 
ular eyes move up 
muscles). and out (as in 
sleep). 
iv — Trochlear |Movement of. | ---~--------------- |------------- Movement out 
(to su- | eye of oppo- ы and down- 
perior site side out ward. 


oblique and down- 
muscle), | ward. 


*Barker 1„ F.: Nervous system, 1909, for review of work of v udden, Perlia, 
van Gehuchten, von Kölliker, Bernehimer, et al.; concerning the Meer) physiology 
of the nuclei, 

Wilson, K.: Modern Problems in Neurol., 1928, chapter 8, for this movement in 
striatal disease. 

Winkler: Manuel de Neurologie, Vol. 3, pp. 78-79 for discussion of divergent opinions 
(Bernheimer, Brouwer, Winkler, et al, concerning this nucleus, as Seal ascot. the 
principal nuclei). 


ANTERIOR HINDBRAIN SEGMENT 


NORMAL | TEST 
NUMBER NE | кинон teat REFLEX SYNERGIO VOLUNTARY 
v Trigem- |Ghewing, | 
inal | 
a) (motor Jaw move- Jaw jerk (vs -Ym)  |------------- Movement of 
to mas. | ments. (tapping jaw hang- jaw laterally 
tieation ing Open). and in open- 
museles). ing and clos- 
: ing. 
b) (sensory |Sensation of  |Jaw jerk (vss - Ym)  |------------- 


to асе). | face, front of |Zygomaticofaeial 
sealp, cornea, | (closure of lids with 
mucous mem- | tapping of zygoma) 
brane of позе, | Vs,- vii. 

mouth, hard |Nasopalpebral (elos- 
and part of ure of lids with tap- 
soft palate. ping base of nose) 

7 muscle sen- | Vs, - vii. 

sibility to ex- |Corneal reflex (blink- 
traocular mus-| ing with light touch 
cles (midbrain| on cornea) v,, ~ vii. 
root). 
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MIDDLE HINDBRAIN SEGMENT 


NUMBER—NAME NOE ae 
= FUNCTION REFLEX SYNERGIC VOLUNTARY 
vi Abducens |Moves eye out- |Normal vestibular — |------------- Movement out- 
(to ex- | ward. nystagmus (viii, — ward. 
ternal vi) (see viii). Quiek 
rectus movement to same 
muscle side as loud sound at 
of eye). ear (viii, — vi). 
vii Facial Faeial move- Nasopalpebral (vs, -|Yawning— Facial move- 
a) (Motor ments (except| vii). sneezing. ments. 
to facial elevation of Zygomaticofacial 
museles). | lids [iii]). (Ysa = vii), (quick 
| twitching of facial 
muscles on tapping 
| zygoma) 
Zygomaticopalpebral 
(Va: — vii), (blink- 
ing on tapping zygo- 
ma). 
Cochleopalpebral 
(viii, - vii) (blink- 
ing with sudden 
noise at ear). 
‘Corneal reflex (у, - 
vii). 
Defense to light (ii - 
vii), (blinking when 
light or hand sud- 
denly brought be- 
fore eyes) 
Sneezing (vs, - vii). 
b) Nervus Taste to ante- |Grimacing with bitter |------------- геше, 
inter- rior two-thirds or sour tastes (vii, - 
medius. | of tongue. viim). 
viii Bearing. Cochleopalpebral |------------- Normal range 
a) Auditory. (viii, - vii). of hearing 
Movement of eye to frequencies 
side of sound at ear to about 20,000 
(vii, = vi). vibrations/ 
second (varies 
with age). 
Hear watch 
12" (1) from 
ear. 
Weber test: 
Tuning fork 
on vertex 
heard equally 
in 2 ears. 


Rinne test: Air 
conduction is 
greater than 
bone conduc- 
tion (fork 
placed on mas- 


toid). 
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MIDDLE HINDBRAIN SEGMENT—CONT'D 


NORMAL HESS 
N E 
UMBEB—NAME| FUNCTION REFLEX SYNERGIC VOLUNTARY 
b) Vestibu- |Equilibration. Vertigo and 
lar. falling to side 


of - pole, with 
rotation of 
head and eyes 
in same direc- 
tion and ro- 
tatory nystag- 
mus, when 
galvanic cur- 
rent passed 
between mas- 
toid regions 
(Babinski). 


Norman THERMIC NYSTAGMUS" 
RESPONSES TO LABYRINTHINE STIMULATION 


VERTIGO 

STIMULUS POSITION КҮ, race? (HALLUCINA- 
QUICK 
OF HEAD PHASE) TIONS 
lor MOVEMENT) 

Irrigation |Erect. Rotary to — |Falling to left 
of right left —' in frontal 

ear with plane. 

cold water 

at 70° F. 


Extended  |Horizontal |Turning to left. 
60°. to left. 


FFlexed 120*.|Horizontal |Turning to 
to right. right. 


Rotation to |Erect. Horizontal |Turning to 
right. to left. left. 


Extended |Rotary to — |Turning to left, 
60*. left. but on mov- 
ing head to 
erect position, 
falling to 
right in front- 
al plane. 


Flexed 120°, Rotary to — |Turning to left, 
left. but on moving 
head to ereet 
position, fall- 
ing to left in 
frontal plane. 


Flexed 90° |Vertical Turning to left, 
on right downwards.| but on moving 
shoulder. head to erect 

position, fall- 

ing forwards. 


Opposite effects when 
left ear is stimulated, 
or rotation is to left. 


*Brain, W. R.: Diseases of the Nervous System, Oxford University Press, 1933. 
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NORMAL THERMIC NYSTAGMUS—CONT'p 


Normal pointing reactions: 
Ability to touch designated object with eyes closed. 
After irrigation of eanals with cold water (or 
whirling in chair, or galvanic stimulation) 
deviation in the direction of the slow phase 

of the nystagmus. 


Tonic labyrinthine reflexes: 

When head rotated 45° upward, the greatest in- 
crease noted in extensor tone of limbs. 

When head rotated 45° downward, the greatest 
decrease noted in extensor tone of limbs (seen 
in cats and sometimes in babies). 

Tendency to keep the eyes on horizontal plane, 
when the body or head is rotated. (No effect 
on external and internal recti muscles.) 


Labyrinthine righting reflexes: 

Tendency to keep head in vertical plane when 
body rotated about long axis, and to keep 
head in horizontal plane when body rotated 
out of horizontal plane (seen in mammals, but 
not obvious in man). 


POSTERIOR HINDBRAIN SEGMENT 


TEST 
NORMAL 
NUMBER—NAME|  PUNCTION RELFEX SYNERGIC VOLUNTARY 


ix Glossopha- | Motor: to 
ryngeal. | M. stylopha- 


r eus - 
BUE. to Velopalatine (eleva: |Swallowing. Taste. 


‘Nasopharynx tion of palate with Sensation, 
Tonsillar fossa | pricking) іх, ~ х. 
Posterior pha- 
ryngeal wall 
from Eusta- 
chian tube to 
tip of epiglot- 
tis 
1 external au- 
ditory canal 
11 ear. 
Taste: 
Posterior % of 
tongue. 
Secretory: to 
Parotid 
Sublin- 
EM glands. 
maxil- 
lary 
*See Dandy, W.: Glossopharyngeal Neuralgia (tic douloureux), Its Diagnosis and 
Treatment, Arch. Surg, 13: 198, 1927. 
Reichert, F. L., and Poth, E. J.: Recent Knowledge Regarding the Physiology of 
the Glossopharyngeal Nerve in Man With an Analysis of Its Sensory, Motor, Gustatory, 
and Secretory Functions, Bull. Johns Hopkins Hosp. 58: 131, 1933. 
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POSTERIOR HINDBRAIN SEGMENT—CONT’D 


NORMAL TEST E 
МОМВЕБ—МАМЕ| куноо RELFEX SYNERGIC VOLUNTARY | 
x Vagus Motor: to Velopalatine (ix, = |------------- Swallowing. 
Soft palate хы) Breathing. 
Pharynx Gag reflex (ix, - X) Phonation. 
Larynx (stimulation of Vomiting. 


xii Hypoglossal 
otor 


Visceromotor. pharynx gives gag- 


ging) 

Oeulocardiae (v, - х) 
slowing of pulse 
with pressure on 
eyes) 

Sneezing (v, - X). 
Vomiting (i - x). 
Cutaneogastrie—de- 
layed peristalsis 
with stroking skin 
at costal margins 
(T 8, 9, 10). 
Sensory: to 
Viscera 
External audi- 
tory canal. 
Secretory: to 


Parotid 
Sublin- 
gual 
Sub- glands. 
maxil- 
lary 
Gastric 
Test visceromotor function by use of pharmacodynamic 
agents: 
atropine paralyzes the pilocarpine stimulates the 
vagus; vagus. 
fast pulse i slow pulse 
gastrointestinal slug- gastrointestinal over- 
gishness activity 
deereased glandular inereased glandular 
secretion seeretion 
Movements of Speaking jTongue pro- 
tongue.* (linguals) trudes in mid- 
(dentals) line, and vol- 
(palatals). untarily to 
Vomiting. either side. 


*See Langworthy, O. R.: 


Langworthy, 


A Study of the Innervation of the Tongue Musculature With 


Particular Reference to the Proprioceptive Mechanisms, J, Comp. Neurol. 36: 273, 1924. 


О. R.: Problems of Tongue Innervation, ete. Bull. Johns Hopkins 
Hosp. 35: 239, 1924. 
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П. Suprasegmental structure and function. 
A. The cerebellum. 

Cerebellar function is understood only by inference from what 
appears in cerebellar ablation or cerebellar disease. In general, it may 
be said that the cerebellar influence is on the homolateral segmental ap- 
paratus, either directly (intersegmental influence) or by double crossing 
(with the suprasegmental apparatus: cerebello-rubro-cortico-spinal sys- 
tem). 

According to Luciani, the functions of the cerebellum are to maintain, 
steady and refine the crude tonus adjustments, and to increase the energy 
of muscular contraction. 


CEREBELLAR INFLUENCE* TEST 
i. 1) Equilibrium disturbance (сете Patient ataxic, not improved with eyes open. 
bello-vestibulo-spinal system). 


В. 9) Hypotonia (cerebello-rubro- 1. Arms outstretehed (eyes closed) affected 
spinal system?) arm slowly sags. 
9. Flaillike movements of extremities. 
3. Decreased resistance to passive move- 
ment. 
4, Tapping outstretched arms, affected one 
does not resume original position. 
5. Unusual extensibility. 


3) Abnormal attitudes (cerebello- 1. Standing—shoulder slumps, body twisted 
rubro-spinal system?) to affected side. Head to shoulder and 
chin rotated away from affected side. 
. ‘Cerebellar catalepsy’’ of Babinski. 
. Walking—walks in circle, center on af- 
fected side. 


4) Increase in associated movements 1. Arm swings farther in „walking. 
(cerebello-rubo-spinal system?) 2, Grimacing on attempting heavy pull. 


$5 bo 


5) Reflexes modified (cerebello- Knee kick pendular. 
rubro-spinal system?) 
6) Rebound phenomenon (eerebello- Gordon Holmes’ sign: Pull the flexed 


forearm against resistance; suddenly 
let go; the hand bounds toward the 
body, often hitting the patient before 
it can be stopped. 

©. 7) Tremorst (cerebello-rubro-cor- Choreiform or athetoid, said to indicate 


tico-spinal system) lesion of superior cerebellar arm—the 
cerebello-rubro-cortico-spinal system. 


rubro-spinal system) 


D. 8) Rigidityt  (cerebello-rubro-cor- Said to indicate lesion of cerebello- 
tico-spinal system) rubro-eortieal system.  Indistinguish- . 
able from extrapyramidal hypertonus. 
Е. 9) Disturbance of muscle contrac- 
tion (cerebello-rubro-spinal sys- 


tem?) 
а. Asthenia Contraction is weak. 
b. Olonie movements Contraction is clonic. 
c. Fatigability Contraetion is poorly sustained. 


(See footnotes on page 190.) 
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CEREBELLAR INFLUENCE—CONT’D TEST—CONT’D 
d. Delay in contraction and re- Contraction is delayed (taking up slack of 
laxation agonist) and relaxation is delayed (tak- 
ing up slack of antagonist). 
e. Arrhythmokinesis$ Tnability to perform rhythmical movements, 


as tapping with finger. 


10) Disorders of movement (cere- 

bello-rubro-eortico-spinal sys- 

tem) 

Dysmetria Gross disturbance in measurement of dis- 
tances with eyes closed; or moving ex- 
tremities 12”, 24”, ete. or indicating 1"- 
2”-3” with thumb and forefinger. 

Adiadokokinesis Slow, then more rapid alternate pronation- 
supination of forearm and hand, first one, 
then other, then both together. On the 
affected side these movements are slow, 
ataxic, or impossible. 


Rate Movement is slow. 


Kinetic tremors “Intention tremors’’—oscillation of finger 
as it approaches the nose, or the heel as 
it approaches the knee. 


Spontaneous past-pointing Overshoots or falls short of mark. 


Fine finger movements Slow, ataxic, or impossible, as in touching 
in order the fingers and thumb. 


Dyssynergia A complex movement is broken up into its 
Separate component parts. 


F, 11) Speech (cerebello-rubro-medullo- Slow, scanning, explosive. 
spinal system) 


G. 12) Nystagmus  (eerebello-vestibulo- Spontaneous оп lateral fixation. Тһе af- 
medullary system) fected side is opposite to the direction 
of the slow phase. 


13) Skew deviation (cerebello-vesti- Опе eye turned down and in, the other up 
bulo-medullary system) and out. Said to indieate lesion of roof 
nuclei, 

*Modifled from Brain and Str; T 1 Ў 
$ Bison Bon & Co. ‘aus: Recent Advances in Neurology, Philadelphia, 1929, 

Аз in Benedikt's syndrome: paral: t 
ABC I EAE paralysis of Cr iii homolaterally, and tremors of arm 
tSee Guillain, G., Garcin, and Bertrand: Sur un syndrome cerebelleux précédé d'un 
Да hypertonique de type Parkinsonien. Sclérose corticale diffuse du ЕДЕ Intégrité 
oe gris centraux. L'hypertonie d'origine cerebelleuse, Revue Neurol, 1: 565, 


$See Wertnam, F, JI.: New sign of cerebellar disease, J. N. M. Dis, 69: 486, 1929. 


B. Basal ganglia.* 
Red nucleus, Substantia Nigra, Globus Pallidus, Putamen and 
Caudate Nucleus, Corpus Luysi. 
The functions of the basal ganglia are in the main inferred from de- 
structive lesions involving those bodies and from experimental animal 
preparations. In general they may be said to function in maintaining 


*For a general survey of the functions of the basal ganglia, see: Lhermitte, J.. and 
Trelles, J. O.: Physiologie et physio-pathologie du corps strié et des formations sous- 
thatan aie fmeéphale, 27: 235, 1932. (Reviewed in Arch, Neurol. & Psychiat. 29: 
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postural tone, directly through the (cerebello) rubrospinal activity, and 
indireetly through a modifying influence on the corticospinal activity. 
‘Involuntary’? abnormal movements, ehoreiform and athetoid, appear 
in association with lesions of these bodies. 


1. Red nucleus: 1) Center for labyrinthine and body righting reflexes (Rade- 
maker) (when red nucleus is destroyed, these reflexes disap- 
pear), the animal being unable to sit upright, or rise to 
standing position. [ef. 3) below.] 

2) Concerned with regulation of postural tone—e.g., stimulation 
of red nucleus inhibits decerebrate rigidity (in cats) (Sher- 
rington). 

3) *Stimulation of red nucleus in intaet animals ‘í gives no 
definite movement or alteration of posture’’ (in cats) 
(Ingram, Ranson, and Hannett). 

4) Destruction of red nucleus in otherwise intact animals: 
animal able to right self, stand and walk. Slight incoordina- 
tion, with overstepping, skating, circumductory movements 
of hind limbs. Noticeable stiffness and tendency to abnormal 
position of feet, Increased tonus of extremities under some 
circumstances, although the animal assumed natural position 
in standing and at rest (Ingram and Ranson). 

5) Tremor of contralateral extremities in lesions of red nucleus 
(or superior cerebellar arm)—often associated with homo- 
lateral external ophthalmoplegia (Benedikt’s syndrome), 

". Substantia nigra: Concerned with postural tone. Destruction of, as in post- 
encephalitic Parkinsonism, is associated with increased tonus 
in all musele groups, and with fine tremor of the hands and 
fingers. 

5. Globus pallidus: Destruetion of the large cells of this nueleus (and those of 
the putamen and caudate where they are less common) is said 
to be a characteristic finding in Parkinson's disease, and in 
certain athetotie states} (C. and О, Vogt, Ramsay, Hunt, 


Jakob). 
4. Putamen and Destruetion of the small cells (the predominant cells) is said to 
eaudate nueleus: be associated with ehorenf (C. and O. Vogt, Jakob, Ramsay, 
Hunt, Dunlap). 
5. Hypothalamus: $Eleetrical stimulation of the lateral hypothalamic region and of 


the regions surrounding the fornix gives marked respiratory 
acceleration with running movements, with bilateral dila- 
tion of the pupils (in eats). 

§Electrical stimulation of the level of the supraoptie commis- 
sures in the region of the subfornical component of the 
medial forebrain bundle gave spitting movements (in cats). 


*See Ingram, W. R., Ranson, S. W. and Hannett, F. I.: The Direct Stimulation of 
the Red Nucleus in Cats, J. Neurol. & Psychopath. 12: 219, 1932, 

+See Ingram, W. R. and Ranson, S. W.: Effects of Lesions in the Red Nucleus in 
Cats, Arch. Neurol. & Psychol. 28: 483, 1932. For discussion of these results compared 
with those of Rademaker, Mussen. Also: Ingram, Ranson, and Barris, R. W.: The 
Red Nucleus—Its Relation to Postural Tonus and Righting Reactions, Arch. Neurol. 
& Psychiat. 31: 768, 1934. 

{See Wilson, S. A. K.: Modern Problems in Neurology, London, 1928, for discussion 
of this problem and his own divergent view. 

SSee Ranson, S. W., and Magoun, Н. W.: Respiratory and Pupillary Reactlons In- 
nues b Ро Stimulation of the Hypothalamus. Arch. Neurol. & Psychiat. 29: 

, 1933. 

See also: rplus, J. P. and Kreidl, A.: Gehirn u. Sympathicus: ii—Ein Sym- 
Pathicus AUGE in P аг, Arch. f. d. в, Physiol, 185: 401, 1910. (Stimulation 
of a point near the frontal pole gave pupillary dilatati ion.) 
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6. Corpus luysi: *Destruction of this nucleus is said to be associated with hemi 
ballismus. 
Test: (as in Parkinson’s disease, hepatolenticular degeneration, ete.) 
a) Posture—slightly stooped. Tendency to antero- and retropulsion. 
b) Tonus—increased resistance to passive movements of extremities. 
Cogwheel phenomenon on passive flexion or extension of forearm 
on arm. 
Masklike facies—lack of spontaneous or voluntary mimicry. 
c) Lack of associated movements—arms do not swing as freely on affected 
side on walking. 
If patient in chair is suddenly tipped backward, arms and legs 
do not fly outward. 
d) Involuntary movements—hands at rest show fine tremor, often ‘‘pill 
rolling,’’ decreased on purposive movement. 
Hands may show choreiform or athetotic movements. 
Excess rigidity and tremor disappear in sleep. 


С. Thalamus.t 
The thalamus is the great end station for the afferent systems 
of general bodily sensibility : sensations of heat and cold, pain, touch, 
vibration. It is the first organ for sensory elaboration into the primitive 
and diffuse affects and emotions—of pleasure and displeasure. In all 
likelihood all other affects and emotions are content determined in some 
degree and depend on cortical collaboration with the thalamus. 


Its functions—as with the basal ganglia—are best shown through the 
effects of destructive process involving it. The “thalamic syndrome’’ 
(Roussy) includes: 

1. Sensory hypesthesia to all modalities contralateral to the side of the 
lesion. à 

2. Contralateral pains, spontaneous, intractable, paroxysmal, or per- 
sistent. 

3. The sensory threshold is increased, but when passed many varied 
stimuli are appreciated generally as markedly unpleasant. 


D. Hypothalamus. 
Includes the so-called vegetative centers near the base of the 
middle forebrain ventricle, and the subthalamic body (and according to 
Spatz the globus pallidus). 


s Tne J., and Dupont: Sur un саз d’hemichorée а début foudroyant, Rev. neurol. 

‘Wenderowic, E.: Über das anatomische Substrate des Hemiballismus bzw. der Hemi- 
chorea, Ztschr. f. d. g. Neurol. u. Psychiat. 114: 78, 1928. 

+See: Roussy, G.: La couche optique, Paris, 1907. 

Als' Head, H., and Holmes, G.: Sensory Disturbances With Gross Cerebral Lesions. 
Chapt. II. Sensory Disturbances Associated With Certain Lesions of the Optic Thalamus, 
m Head, H.: Studies in Neurology, Vol. 2, pp. 551-569, London, 1920, Oxford University 

ress. 

iSee: Foerster, O.: Über die Bedeutung u. Reichweite des Lokalizationsprinzips im 
еуен E "Verhandl der Deutsch. Gesell. f; inn. Med, XLVI Kongress, "Wiesbaden, 

Gagel, O.: Symptomatologie der Erkrankungen des Hypothalamus—in Bumke-Foer- 
ster: Handbuch der Neurologie, Vol. 5, 1936, Julius Springer. 

Guillain, George, and Alajouanine, Th.: Le syndrome du carrefour hypothalamique, 
Présse med., Dec. 20, 1913, 1924. 
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As with the thalamus and the basal ganglia, the functions of the hypo- 
thalamus are determined by animal experimentation and by the results 
of elinieopathologieal investigation. Several functions have thus come 
to light. 


1. Vegetative functions: 

a. Heat regulation, Lesions of the regiom give rise to ‘‘central fever’’ without 
leukocytosis. Whether there is a single neutral heat center, or a parasympathetic 
center for cold, and a sympathetic center for heat regulation is not determined. 

b. Water metabolism. Lesions of the region give rise to diabetes insipidus. 

e. Fat metabolism. Lesions give rise either to excess fat deposit or to extreme 
cachexia. 

d. Sugar metabolism. Glycosuria results from lesions of the region. 

е. Sleep. Tumors of the anterior portion give rise to excessive sleep. Electrical 
stimulation of the posterior region also produces prompt:sleep. 

f. Vasomotor disorders—stimulation of the anterior portion produces dilatation, 
and of the caudal portion, vasoconstriction with increase of blood pressure. 

g. Disorders in sweat, tears, saliva, and mucous secretion. 

h. Oeulopupillary disorders from faradie stimulation. 

1. Motility disorder of the bladder and of the stomach. 

j. Lesions of the stomach and duodenum. 

k. Respiratory rate changes, faster or slower. 

1. Growth reduction, and genital atrophy or precocious puberty. 

2. Epileptic attacks, with tetanic extensor rigidity of all extremities, head and trunk, 
and marked vegetative explosion. 
3. Effects on personal functioning. 

a, Tumors (and other lesions) of the hypothalamus have been declared to be 
associated with, if not responsible for, the typical confabulatory-amnestic syndrome 
of Korsakow. 

b. Emotional reactions of ‘(sham таве? (Bard) appear to depénd on the integrity 
of the caudal portion of the hypothalamus. 

e. The anterior portion of the hypothalamus is said to exert an excitatory effect 
on the cerebral cortex, and its stimulation to lead to maniclike hyperactivity; the 
posterior portion an inhibitory effect (leading to sleep). 

To localize lesions in the hypothalamus, the syndrome of Guillain and Alajouanine 
is important, consisting of unilateral signs as follows: 

1. Hemiplegia, mild, usually without the sign of Babinski. 

2. Choreo-athetotie movements. 

3. Hemianesthesia, especially of deep sensibility, especially of stereognosis, but 
without subjective sensory troubles, as spontaneous pains. 

4. Cerebellar signs: asynergia and hypotonia. 

5. Homonymous hemianopsia, at times only quadrantie. 

It differs from the thalamie syndrome (Dejerine-Roussy) in the absence of pains, 
and the presence of cerebellar signs, and of hemianopsia. 

The syndrome rests on the disorder produced in pathways traversing the hypo- 
thalamus but not intrinsically hypothalamic. 


E. Cortex. 

The cortex represents the final development in neurological 
integration. Its intrinsie motor function is to provide for fine single 
motor differentiations (anterior central convolution), and for complex 
differentiated activity (prefrontal area) (in contrast to the medullary 
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system where motor activity is en masse)—commonly called ‘‘volun- 
tary." It exercises other functions depending on its relationship to the 
other structures: cerebellum, basal ganglia, thalamus, vestibular appa- 
ratus, ete. 


Tts functions may be summarized as follows: 

1. Intrinsic (anterior central gyrus)—isolated movements of heterolateral muscles 
and muscle groups shown by electrical stimulation experiments. 

2. Integration into motor patterns (prefrontal area)—complex movements in- 
volving several muscle groups and appearing ‘‘purposeful.’’ (Mainly heterolateral, 
but also homolateral.*) 

3. Speech—as a special variety of complex motor integration, involving the foot 
of the left anterior central convolution, the left third frontal gyrus, and its projec 
tion path downward, as well as its connections with the sensory projection areas, 
e.g., transverse temporal gyrus.t 

4. Pupillary reactions—}dilatation of pupil by stimulation of prefrontal pole. 

5. Posture and tonus (through its relation with vestibular nuclei, cerebellum an’ 
basal ganglia). §Destruction of anterior frontal pole (in dogs) leads to mixture 0! 
heterolateral cerebellar deviation inward of the feet of the opposite side (labyrin 
thine) tendeney to turn to side of the lesion, and postrotatory gyration to the side 
opposite to the lesion (Delmas Marsalet). 

Destruction of frontal pole (in cats) leads to tonus changes, with extensor hype" 
tonus (King). 

6. Vasovegetative reactions—{Stimulation of a pathway leading from the frontal 
pole down through the medulla leads to marked changes in skin resistance (cats) 
(Richter and Langworthy). 

**Stimulation of frontal region gives definite vasomotor responses (Fulton, Ken- 
nard). 

Т. Primitive reflexes released by destruction of frontal lobe. Grasp reflex of handit 
and foot,tf and sucking reflex. 

8. Complex sensory integrations: visual, auditory, tactile and kinesthetic gnosis. 


*See Bucy, P. C.: Representation of Ipsilateral Extremities in the Cerebral Cortex, 
Science 78: 418, 1933. 

Bucy, P. C.: Electrical Excitability and Cytoarchitecture of Premotor Cortex in 
Monkeys, Arch. Neurol & Psychiat. 30: 1205, 1933. 

Bucy, P. C., and Fulton, J. F.: Ipsilateral Representation in the Motor and Premotor 
Cortex of Monkeys, Brain 56: 318, 1933. 

+See Meyer, A.: The Present Status of Aphasia and Apraxia (Harvey Lecture), Phila- 
delphia, 1910, J. B. Lippincott Company. 

iSee Karplus, J. P. and Kreidl, A.: Gehirn und Sympathicus: ii—Ein S athicus 
Zentrum in Zwischenhirn, Arch. f. d. к. Physiol. 135: 401, 1910. ано 

§See Delmas-Marsalet, P.: Études sur le lobe frontal et les voies centrales de 
léquilibre, Rev. neurol. 2: 617, 1932. 

‘Woolsey, C. N.: Postural Relations of the Frontal and Motor Cortex of the Dog, Brain 


56: 353, 1933. 
Fulton, J. F., Liddell, E. S. T. and Rioch, D. McK.: Relation of the Cerebrum to the 
Cerebellum: I. Cerebellar Tremor in the Cat and Its Absence After Removal of the 


Cerebral Hemispheres, Arch. Neurol. & Psychiat. 28: 542, 1932. 
|King, Wm. T.: Observations on the Role of the Cerebral Cort in the Control 
of the Postural Reflex, Am. J. Physiol. 80: 311, 1927. m ss 
fLangworthy, О. R., and Richter, C. P.: "The Influence of Efferent Cerebral Path- 
ways Upon the Sympathetic Nervous System, Brain 53: 178, 1930. 
SIEHE M. A.: Vasomotor Representation in the Cerebral Cortex, Science 79: 
See also: Lhermitte, J.: La Regulation des Fonctions Corticales. Le mésocéphale, 
organe regulateur. Encéphale 27: 757, 1932. 
za ee С. P.: Grasping Reflex in New-Born Monkey, Arch. Neurol & Psychiat, 26: 
Walshe, F. M. R., and Robinson, E. G.: Observations Upon the Form and Nature of 
the “Grasping” Movements and "Tonic Innervation” Seen in Certain Cases of Lesions of 
the Frontal Lobe, Brain 56: 40, 1933. 
Fulton, J. F.: Forced Grasping and Groping in Relation to the Syndrome of the Pre- 
motor Area, Arch. Neurol. & Psychiat. 31: 221, 1934. 
aos W. R, and Curran, R. D.: The Grasp Reflex of the Foot, Brain 55: 347, 
1932. 
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9. Complex sensorimotor integrations: speech, praxis. 
Test: 

Motor—Fine differentiated muscle movements, and complex motor patterns are per- 
formed at will. The tendon reflexes are equal bilaterally, active, and show no pendular 
quality or overactivity. : 

In lesions of the pyramidal system, the tendon reflexes of the opposite side are 
inereased, and the great toe moves upward on plantar stimulation (Babinski 
phenomenon). Sometimes Hoffmann’s sign (quick adduction of the thumb when the 
nail of the 2nd finger is flicked) is present, and Léri’s phenomenon is absent (normally, 
quick flexion of forearm on arms, when the fingers are forcefully bent into the palm, and 
the palm on the wrist). Ankle, knee, wrist and jaw clonus may be present. 

Voluntary activity is impossible or at least greatly diminished. 

Speech—No disturbance seen. In pyramidal lesions, the speech is dysarthric, 
thick, but planning is correct. 

Pupillary reactions—Pupils (in some cases) dilate when the patient is asked to 
think about something far distant, or remote, large or dark; they contract when he 
thinks about something close at hand, recent, small or bright. 

Posture, Tonus—Normal erect posture, the antigravity muscles maintaining this 
posture, 

In pyramidal lesions, there is a selective spasticity of the contralateral antigravity 
(extensor) muscles of the leg and of the arm (when the patient is on all fours). The 
arm assumes a position of adduction, pronation, and flexion at wrist when the patient 
is erect. Ў 

Tonie neck and labyrinthine reflexes acting on the paralyzed extremities are demon- 
strable, as well as ‘‘associated reactions’’ of the hemiplegic extremities on forced 
voluntary activity of the sound extremities. 

Other involuntary synergias may be noted, as the movement of the paralyzed arm 
with the sound one on yawning (pandiculation). 

Vasomotor reactions—Edematous extremities seen in paralysis (probably largely a 
peripheral phenomenon however). 

Primitive reflexes—(Seen in frontal lobe disease.) Sucking reflex, tested by stroking 
the lips, the patient sucking, as an infant. 

Grasp reflex, tested by stroking the hand or foot at the base of the phalanges, the 
fingers or toes moving to grasp the object, and in the case of the hand maintaining 
the grip on the object, directly with the strength of the pull on the object by the 
examiner, 

Gnosis, speech, and praxis—To be discussed later in relation to certain varieties of 
organie deficit (anergasic) reactions. 


Мотк.—Ког a general review, see Fulton, J. F.: Some Functions of the Cerebral 
Cortex, J. Michigan State M. Soc. 33: 175-182, 235-243, 1934. 


Somatic Findings and Problems* 


Growth.—Pyknie, athletic, asthenic, dysplastie types and their relation 
to character types, according to Kretschmer : The eyelothymie character 
in the pyknie type; the schizothymie character in the asthenie, athletic, 
and dysplastic types. 

7 Rôle of dynamic factors in the formation of physical constitution and 
character, the phenotype being determined by the genotype and paratypic 
influences (living conditions, social factors). 

Growth and endocrine disorders. Overgrowth: (a) Eunuchoid tall- 
ness, characterized by a relatively small trunk and particularly by long 


*Prepared by S. Katzenelbogen for the teaching in the courses in psychiatry at the 
Johns Hopkins "University Medical School. 
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limbs. (b) Tallness in genital insufficiency associated with hyperfunetio: 
of the anterior lobe of the hypophysis. (е) Constitutional achondroplasi« 
not infrequently associated with hypergenitalism. (d) Hypergenitalism 
may also be combined with overgrowth (more in Negroes). (e) Acromegaly 
overgrowth of the distal parts of the limbs and the jaw. Retardation о! 
skeletal growth: In the first place in hypothyroidism, then in hypogeni 
talism, and sometimes in hypopituitarism. The functional interrelation- 
ships between these glands complicate the problem as to the primary 
involvement. In different individuals and in different phases of develop 
ment one or the other gland may be the predominant cause. Hypogeni 
talism and other attributes of infantilism (frail general habitus, deficien! 
hair development) in connection with hypopituitarism. Eunuchoid obesity 
and gynecomasty. Hypopituitary adiposogenital dystrophy of Fröhlich 
commonly related to hypopituitary insufficiency (anterior [?], posterior 
[?], defieient secretion of the whole gland, as suggested by the experi 
mental produetion of the syndrome by separating or clamping the stall: 
of the hypophysis [Bell]). More recent studies point primarily to dien- 
cephalie involvement in syndromes generally aseribed to malfunction 0! 
the hypophysis. Dysplasia or disproportion, pituitary or pluriglandula: 
Hypertriehosis in pregnaney (physiologie). Hypertriehosis associate: 
with hypertrophy of the suprarenal cortex. Reversed pubic hair type 
“Stigmata of degeneracy.” (Am. J. Insanity, 52: 73-89; 344-363). 
Cretinism. Senility. 

Nutrition and Metabolism.—Weight. In the evaluation of deviations of 
weight from the **ideal weight” the skeletal, muscular and fat develop- 
ment should be considered. Fluctuations in weight, their frequency and 
conditions under which they have occurred (food intake, mode of living, 
worry, sleep, illness, nervousness). Overweight and underweight: (a) 
throughout or during a long span of life and no apparent endocrine dis- 
orders (constitutional make-up); (b) related to endocrine disorders. 
Hypothyroid obesity and its distribution, more or less generalized with 
a marked tendeney to locate in the supraclavicular region and on the 
dorsal part of the wrist. Obesity loealized in the mammary and supra- 
pubie and trochanterie regions with rather thin legs in ovarian insuffi- 
ciency. The girdle type of obesity (the hip girdle and to a lesser extent 
the shoulder girdle) in pituitary insufficiency. Underweight in hyper- 
thyroidism. Nutritional changes in endocrine and neurovegetative dis- 
orders with maintenance of the weight within normal limits. Basal metab- 
olism mostly influenced by the thyroid (persistent regulating function) 
and the suprarenal gland (acute effect—hypersympatheticotonia). Blood 
sugar tolerance curve with abnormal rise of blood sugar and prolonged 
curve suggests emotional imbalance, associated with hypersympathetico- 
tonia. Increased carbohydrate tolerance (hypopituitarism). Glycosuria 
(pancreatic, hepatic, renal, hyperpituitary, emotional-vagosympathetie 
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imbalance). Acidosis (diabetes, uremia, malnutrition) ; alkalosis (hyper- 
ventilation, tetany convulsions) ; abnormal figures of sugar, nonprotein 
nitrogen, creatinine, uric acid, cholesterol, calcium potassium, and other 
blood elements. Multiple lipomatosis with vasomotor imbalance. Pro- 
gressive lipodystrophy, oftenest with affective disorders. Evaluation of 
the metabolic disorders in the light of their significance in general pathol- 
ogy and as related to the psychobiological reactions in each individual case. 

Gastrointestinal Disorders—Complaints of gastrointestinal troubles 
whieh appear to be out of proportion to the objective findings revealed 
by elinieal examination: Loss of appetite, dryness of the mouth, nausea, 
vomiting, fullness, feeling of emptiness in epigastrium, cramps, disten- 
tion, heartburn, eruetation of gas, ete. Relationship between such com- 
plaints and affective disorders accompanied by dysfunction of the neuro- 
vegetative system. Functional neurovegetative disorders affeeting in the 
castrointestinal tract both secretion and motility are particularly con- 
spienous in thymergasia and merergasia but may also accompany emo- 
‘ional disturbances in other psychotic reaction types. Secretory disor- 
ders: Emotional inhibition of salivary secretion. Stomach secretion as 
related to pleasant, unpleasant emotions, mood, fatigue, environmental 
conditions during the examination. Functional hypo- or achlorhydria 
responsive to histamine test. Functional hyperehlorhydria (vagotonia). 
Motility disorders: Psyehogenie disorders of the tonus of the stomach 
and intestines: Hypo- and hypermotility, spasms in atonie and hypertonie 
constipation, diarrhea, spastic colon, true mucous colitis in psyehoneurotie 
individuals. Visceroptosis without marked relaxation of the abdominal 
wall, with gastrointestinal and other complaints in psychoneurotic per- 
sons, Abdominal distention (malfermentation, aerophagia). Vomiting 
from various causes: Food idiosynerasies; refusal of food, mericismus. 
Gastrointestinal disorders and dermatoses. Sore tongue with central 
neuritis and pellagrous processes, and sprue. Pseudopellagra in alco- 
holism. Swallowing of objects. 

Cardiovascular and Cardiorenal Disorders.—A. Mental disorders in or- 
ganie heart diseases. (a) Cardiac failure: disorientation in time and 
space, delirium, confusion, hallucinations of smell and sight, fears, sui- 
cidal impulse. (b) Marked emotional disturbances in mitral stenosis, 
particularly in females. (е) Hallucinations, mood swings, apathy, excite- 
ment in aortic diseases, impulsiveness in aortic insufficiency, particularly 
of syphilitic origin. Relation of these disorders to (1) degenerative 
cerebral processes consecutive to heart diseases (?) ; (2) support disorder; 
(3) personality make-up. 

B. Unfavorable effeet of emotional disorders and eardiovaseular re- 
(a) tachycardia and hyperkinesis 


sponses on organic heart diseases: 
infre- 


causing hyperactivity of the myocardium; (b) deleterious and not 
quently fatal effect of emotional reaction in angina pectoris; (е) aggra- 
vating effect of emotion on arterioselerotie hypertension. 
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С. Functional cardiovascular disorders, their relation to emotional re- 
actions and vagosympathetie imbalance: Emotional tachyeardia (tem- 
porary, considerably more marked in standing than in lying position) 
and arrhythmias. Vasomotor lability and crises (excessive blushing, 
flushing in response to emotions, dermatographia, excessive sweating, 
vasomotor pseudoangina, ‘‘dead” fingers). Paroxysmal hypertension, es- 
sential hypertension (?). Raynaud’s disease, acrocyanosis, erythromelalgia, 
angioneurotie edema. 

Hyperthyroid tachycardia (persistent and less affected by postural 
changes). Neurocirculatory asthenia syndrome (tachycardia with com- 
plaints of fatigue, insomnia, excessive susceptibility to cold and sweating) 

‘frequently associated with more or less marked affective disorders. 

Cardiorenal episodes with delirium (uremia, cardiac insufficiency) ; ge 
eralized and cerebral arteriosclerosis (sclerosis of the retinal vessels) with 
and without hypertension and anergasie reactions. 

Blood Findings.—Pernicious anemia. (a) Neurological findings—anc: 
thesia, hyperesthesia, paresthesia, impaired sense of vibration, hypo- and 
areflexia, ataxia, spastic phenomena; (b) mental reactions—depressio! 
irritability, disorientation, ideas of persecution, homicidal tendencies, 
flight of ideas, slowness in thinking and speech, hallucinations. Poly- 
eythemia—essential or through dehydration or stagnation. Increase о! 
lymphocytes in sympatheticotonia? Eosinophilia in vagotonie and ‘‘neu- 
rasthenie" conditions? Physico-chemical changes (sedimentation, sur- 
face tension, eoagulation, viseosity, blood chemistry). 

"Urinary Disorders .—Acetonuria (unbalanced diet, starvation). Albu- 
minuria in nephritis with or without uremia. Statie, orthostatie, hypo- 
statie eyelie albuminuria. Paroxysmal hemoglobinuria. Urobilinuria in 

. hepatic, toxie and infectious conditions. Indicanuria in intestinal stag- 
nation. Hematoporphyrinuria from sulfonal. Phosphaturia in psychic 
strain (?), (hypochondriasis). Retention to be watched in states of coma, 
stupor, paresis, catatonia and hysteria. Polyuria and frequency—emo- 
tional, or renal, or hypothalamic. Enuresis. Incontinence. 

Sexual Disorders.—Ejaculatio praecox, excessive frequency of emissions, 
spermatorrhea. Impotence, genuine or psychic. Dysmenorrhea and amen- 
orrhea. Vaginismus. Frigidity. Sex infantilism in the young. Loss of 
sex urge and atrophy of secondary sex characters in adults. 

Respiratory Disorders.—Tics (laryngeal, diaphragmatic) disorders with 
stammering and emotional states. Postencephalitie hyperventilation. 
Nervous and allergie reactions (asthma). 

Focal Infections of teeth, tonsils, sinuses, ears, glands, gastrointestinal 
tract; cystitis, pyelitis, vesiculitis, ete. 

General Infections likely to go with deliria: pneumonia (especially 
central and apical, and in infants, aged persons, alcoholics) ; typhoid, 
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especially in the asthenic and senile likely to be overlooked ; encephalitis, 
meningitis; mesoblastie brain syphilis. Admission fever. (Psychogenic 
fever should not be readily assumed.) 

Toxic, Food Deficiency, and Cachectic States—The various alcoholic 
psychoses; the disorders from opiates; cocaine; paraldehyde ; barbital 
and bromide effect, mistaken for general paresis and cerebral arterio- 
sclerosis; pellagra and central neuritis (Brain, 1901) with delirious, 
delirioid stupor, and depressive reactions. 


SUMMARY OF THE DIRECT EXAMINATION 


At this point summarize briefly the facts which seem to be of signifi- 
cance in the direct examination for their natural unity, or for their incon- 
sisteney or incongruity. Compare these findings with the points of inter- 
est in the history. How and to what degree do they support the diagnostic 
possibilities arising from the history? Note what gaps and inconsistencies 
иге present, and keep these in mind for future investigation through addi- 
tions to the history or the mental status. 


Genetic-Dynamic Formulation of the Material 

A final sorting out of the combined material of the history and of the 
physieal and mental status (status praesens) will lead to a brief telling 
factual formulation which will indicate: 

1. The essential descriptive character of the leading and incidental lines 
of behavior as reactions to life situations—i.e., the form of the illness. 

2. The degree of involvement (and the degree of preservation of nor- 
mal functioning). 

3. The etiological factors: those more and those less directly and imme- 
diately concerned; the more and the less obvious to the patient and to the 
physician. : 

4. The immediate therapeutie need and the opportunities for manage- 
ment. F 

5. The gaps in the understanding, and treatment possibilities which 
must await further information. 


Summary of the Pathology : Diagnosis 

For a general pathology and therapy, the data of psychiatry may be 
considered to fall under these general headings: 

1. What the personality functions (ergasias) through their imbalance 
and interfunctional disharmony may do to behavior, as 

a, Essentially minor complaint disorders—from special attitudes and 
the malfunction of organ systems in the service of the personality. 

b. Mood dominance and fixation—diffuse or more topically pointed. 

c. Content disorders—systematized, logically or more loosely and with 
discrepancies, or showing evidence of disorganization of the personality. 

d. Specific disorders of grasp, panie, and puzzle, and delirioid states. 
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U. 8. ARMY 


MEYER KRAEPELIN FREUD 
(Minor Reactions) |1. Mental defi- 1. Mental deficiency 
1. Oligergasia ciency Specific learning 
defects 
2. Constitutional 2. Constitutional 2. Character and be 
psychopathie states]. psychopathic havior disorders 
inferiority 
3. Merergasias 3. Psychoneuroses 3, Psyehoneuroses 
a. General nervous- 
ness 
b. Neurasthenia Same Same Hypochondriaca! 
e. Hypochondriasis| Same Same Aetual reaction 
d. Anxiety states Anxiety neuro- | Anxiety neuroses Anxiety reaction 
sis neurosis 
Anxiety 
hysteria 
e. Obsessive-com- Psychasthenia |Obsessive- — | peveh, Obsessive-compu! 
pulsive-rumina- compulsive 51530 sive reaction 
tive-tension neurosis ad 
states 
f. Dissociative- Hysteria Hysteria 


dysmnesie reac- 
tion 


Dissociative rea: 
tion 
Conversion reaction 
Phobie reaction 
Somatization rese 
tions 
Psychogenie gas 
tro-intestinal 
reactions 
Psychogenie car 
diovascular reac- 
tions (included 
in anxiety state 
of Meyer) 
Psychogenic 
genitourinary 
reactions 
Psyehogenie aller- 
gie reactions 
Psychogenie skin 
reactions 
Psyehogenie as- 
thenie reactions 
(ineluded in 
neurasthenia of 
Meyer) 
Neurotie depres- 
„sive reaction 
(included in 
thymergasia of 
Meyer, or reac- 
tive depressions) 
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MEYER KRAEPELIN FREUD U. S. ARMY 
(Major Reactions) (Psychoses) (Psychoses) 
Thymergasia Manic-depres- |Manic-depressive Affective disorders 
Hypothymergasia sive psychosis | psychosis 
(depression) 
Hyperthymer- 
gasia (elation) Paranoid disorders 
Paranoia Paranoia Paranoia 
Paranoid states Paranoid 
states Schizophrenie dis- 
Parergasia Dementia prae- | (Schizophrenia) orders 
cox Narcissistic neurosis 
Schizophrenia 
(Bleuler) 
Dysergasia (sup- Deliria-toxic- 
port disorders) infectious 
pono Psychoses with de- 
| monstrable etiol- 
ia x о; or associated 
Anergasia Creare i 4 ET changes 
Адына: | in the brain or 
both 
The epilepsies The epilepsies The epilepsies 


e. As acquired deterioration processes (to be differentiated from 3b, 
helow). 

f. As constitutional deficit or oddity (where structural alteration ean- 
not be demonstrated). У 

2. What exogenie agents—infections, poisons, heat, trauma, ete.—and 
endogenie agents—organ dysfunction, as nutrition-metabolism disturb- 
ances—ean do through nonsupport of the brain (the principal integrat- 
ing organ) to personal functioning. 

3. What permanent structural damage to, or developmental deficieney 
of, the brain can do to personal functioning, as, 

a. Constitutional (lifelong) deficiency and oddity. 

b. Acquired defect states. 

The formulation stresses factual statement of actual overt and implicit 
performances, as action and reaction, pointing out the principal and inei- 
dental disorders, and how they have come about, in à genetie-dynamie 
fashion. It attempts to reconstruct the ‘‘experiment of nature'' and to 
leave the final statement to the future course of the diffieulty, and its modi- 
fieation by treatment. 

Standard formulations of the Kraepelinian or Freudian sort are eul- 
tivated as checks on the adequacy of the genetie-dynamie formulations 
and for statistieal purposes. 

The strong systematization by end stage and prognosis of the Kraepel- 
inian sehool and by the pansexualization and mental mechanisms of the 
Freudian school are both replaced by an effort to get close to the actual 
facts unchanged by semantic distortions and to deal with what works 
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well, poorly, or not at all in giving life satisfaction. The formulations 
are of empirical reaction sets, of various sorts and in no wise mutually 
exclusive. 

The chart indicates Meyer’s diagnostic categories and their comparison 
with the Kraepelinian, the Freudian, and the recent U.S. Army? groupings. 

From a practical standpoint there have been rather good reasons for 
stressing minor and major disorders. Historically the difference has rested 
on the authority asserted by society for prescribing treatment for the major 
disorders against the will, if necessary, of the patient. No doubt, this 
authority originally was used to protect society against the sufferer, and 
only later came to have a clear therapeutie aim. The minor reaetions 
are those for which the sufferers traditionally were not eommittable for 
treatment, and consist of statie constitutional disorders (see Chapter III), 
and the plastic complaint and substitutive disorders (see Chapter IV). Or 
the reaetions may be classed aecording to whether they are lifelong or 
acquired, exogenie or endogenie in origin, progressive or phasie, ete. Hard 
and fast distinetions ordinarily need not be expeeted, since serious disorder 
in personal functioning may not carry great social consequences and nol 
demand commitment; likewise minor personal disturbances may be ex- 
ceedingly troublesome to the environment. 


Reference 
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CHAPTER III 
THE STATIC CONSTITUTIONAL TYPES 


The statie constitutional types are reactions exhibiting deficits or im- 
balanee in the personality assets, and include (A) deficits in the intellectual 
assets, the mental deficiencies, and (B) deficits or imbalance in personality 
organization, the psychopathic personalities. The two types are not mutu- 
ally exclusive, and may be present with other pathergasias, giving rise to 
certain modifications in the standard reactions and modifying the usual 
treatment accordingly. These items will be discussed later in deseribing 
the various reaction types. 


A. Mental Deficiency (Oligergasia) 


Mental deficiency, or deficit in the intellectual assets comes to clinical 
notice in a number of ways, all of which betray the nature of the difficulty : 

1, Delayed acquisition of essential biological reactions of eating habits, 
walking, talking. (For details of child development see special texts.) 

2. Difficulty in learning at school in the absence of any vital eontribut- 
ing factors in the emotional life, illness, ete. 1 

3. Marginal work record—low pay, first to be “Јаја off’? with seasonal 
depression in working conditions, frequent changes, lack of advancement 
or acquisition of special skill or aptitude, “‘nervousness’’ when put under 
responsibility, chronically on publie relief, unwise use of financial assets. 

4. Marital diffieulty showing poor appreciation and judgment in ae- 
cepting the responsibility of marriage and of the family expansions. 

5. Difficulties with the law as the result of deficient judgment of social 
demands. The feebleminded may commit petty misdemeanors and be- 
come the unwitting tools of more capable antisocial interests. 

6. Emotional immaturity shown by ‘‘childishness,’’ emotional overre- 
action especially to thwartings. 

It is best determined by the performance on standardized intelligence 
tests, the American modifications of the Binet-Simon test for children, and 
the Bellevue-Wechsler test for adults (see pages 71-72, Part I). The test 
results compare the mental age (M.A.) with the chronological age to give 
an intelligence quotient (1.Q.). 

In children any rating below the chronological age indicates defective 
development. On the other hand, children are developing organisms, and 
from a single examination, therefore, less certainty of a ehild's future 
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intellectual status can be vouchsafed than in the case of an adult who has 
already reached a relatively stable condition. Several test results, at inter- 
vals of a year or more, with children give points on a curve, giving a better 
indication of the trend. Distinction must be drawn between abrupt limi 
tation of all the varieties of performances at a certain level, and the scatter- 
ing of the performances over a number of ‘‘mental years," indicating 
uneven functional development. In the latter case, disorders in special 
personality tools as in gnosis, praxis or language, or emotional blocking of 
performance must be suspected and further examinations made for these 
difficulties. Orton? has pointed out among other conditions the relation ої 
defieient development of cerebral hemisphere dominanee to language dis- 
orders: stuttering, reading, writing. The point is important, for specia! 
training of such special functions may give an apparent boost in the menta! 
age, a result not to be anticipated in the types with global limitation o! 
intellectual function. 

Some authors speak of a reading difficulty as specific, when the age leve! 
for reading is 3 years or more below the mental age, exclusive of reading. 
The figure seems arbitrarily arrived at, but no doubt offers a margin of 
safety for certainty in diagnosis. 

Feeblemindedness (in adults) has been arbitrarily reduced to thre 
grades, according to the performance on standard intelligence tests: (1) 
idiocy, in which the mental age is not more than 3 years; (2) imbecility, 
in which the mental age is from 4 to 7 years; and (3) moronism in which 
the mental age ranges from above 7 to below 12 years. 

Mental defect arises from (1) hereditary factors, (2) intrauterine dis- 
orders of development, and (3) postnatal (early acquired) disorders. 
Practically it may often be very difficult or impossible to determine the 
responsible etiological factors. Heredity is sure in the idiocy associated 
with Tay-Sachs’ disease ; intrauterine developmental disorder in mongol- 
ism (definitely not hereditary); and postnatal factors in birth trauma 
and their sequelae, early infections, endoerine deficiency, etc. 

Mental deficiency is the more likely to be hereditary when: 

1. The history indicates the absence of infection and trauma. 

2. There are in the family other cases of mental deficiency with a like 
absence of exogenie factors. It is the more certain if such deficiency 
exists in an identical twin. 

Exhaustive and careful history and direct examination may be needed 
to determine finally the etiological bases. Visualization of the brain and 
skull by injection of air into the subarachnoid space (encephalogram), 
into the ventricle (ventriculogram), or the electrical record of the spon- 
taneous rhythmic cortical activity (electroencephalogram) may be of 
some assistance. 

Except for the question of the possibility of the transmission of hereditary 


STATIC CONSTITUTIONAL TYPES 205 


taint, the handling of lifelong deficit of whatever sort is much the same. 

Feeblemindedness adds a complicating factor in the development of 
other types of pathergasias, giving rise to a certain simplification of 
the standard reactions and modifying the usual treatment. These items 
will be discussed later. 


Case А08872.—Мг. О. H. aged 50 years, divorced, salesman, was admitted to the 
Henry Phipps Psychiatrie Dispensary on Jan. 19, 1924. He was followed in the Dis- 
pensary to March 10, 1938. 


Stable feebleminded man with excellent record at routine work, with one short- 
lived depressive and anxious episode on great provocation in situational stress. 


The patient came to the Clinic Dispensary from an emergency hospital whither he 
had gone for attacks in which he felt he was dying and shook all over for three 
hours at a time. These attacks had begun only three days before. After one he 
thought he was paralyzed and sent for his minister. The family ‘‘worked over him 
all night.'" The next day, feeling better, he went downtown, but was stricken again, 
sank to the sidewalk, and was taken to the emergency hospital, and thence was 
brought here, 

Examination showed a thoroughly terrified man, so weak that he had to be carried 
down the stairs to the Dispensary. Тһе two brothers and the minister were equally 
anxious. From among them all, the following account of the present illness was 
elicited: 

In 1917 the patient began to have pain in the right hand which slowed up his 
work and caused him much worry. Various physicians treated him for neuritis; one 
claimed he had intestinal poisoning and hinted at blood in the stools. Various diets 
only brought a reduction in his nutrition. On medical advice he left town, spending 
the summer with his mother; he returned in the fall well. About Haster, 1920, he had 
a cough about which he worried and which he ‘‘doctored.’? Meantime his wife began 
to tire of him. He accused her of extravagance. Things went badly and finally she 
deserted him in 1923 with all their savings but $300—property and all. The patient 
began to worry over finding himself 50 years of age and practically without funds. 
He felt tired, had no appetite, and slept poorly. The doctor advised six months’ rest 
which he could not afford. The family became agitated concerning him, Just at this 
precise moment one of them told him that his maternal grandmother had died at just 
50 years of age of an apoplectic stroke brought on by worry. The attacks noted 
above resulted. 

The patient was a farm boy in Maryland, timid, dependent on his mother. He 
claimed to hàve finished the eighth grade country school at 12 years of age. From 
then he has worked as a grocery clerk and began soliciting new orders. His average 
earnings were $25-35 a week. He was quiet, sober, steady. 

The mental age was approximately 9 years by the Binet-Simon test. 

He was not allowed to take to his bed as his family and minister wished for him, 
but was sent back to work, with the aid of small doses of sedative and large doses 
of reassurance. He had a somewhat anxious time for six weeks, then recovered com- 
pletely and remained well, active, and continuously employed to 1935, when he lost 
his job and had finally to apply for publie relief. His former employer had only 
kindly things to say about him. He was good at routine work, but generally had 
to have a more gifted man to open up new contacts for him, 
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Comment.—Unusually stable man with a mental age of about 9 years, 
in a flurry of anxiety and mild depression after his wife’s absconding 
with their savings, and reacting to the anxious ministrations of his 
family and friends. Excellent routine worker, with a long record of 
faithful service, keeping up with the economic currents until the cata- 
elysm of the depression finally forced him into relief. 


CASE 35501,—Mrs. T. O., aged 32 years, housewife, Italian-American, was admitted 
to the Henry Phipps Psychiatric Dispensary on Jan. 3, 1939. She was discharged to 
the Baltimore City Hospitals, Psychopathic Division, Jan. 13, 1939. 


Italian-American woman with low intelligence but social stability, impulsively at- 
tempts suicide when pregnancy is feared with short delay in periods. 


The patient was brought to the Accident Room of the Johns Hopkins Hospital on 
the night of Jan. 2, 1939, when her husband found her with a half empty bottle of 
jodine in her hand and iodine on her lips. She drank it because her menstrual period 
was a week late and she feared another pregnancy. 

Since November, 1938, she had been sleeping poorly. On Dec. 27, 1938, menstruation 
did not begin as she anticipated. She became anxious and ‘*nervous,’? and when on 
Jan. 2, 1939, the period still had not begun, she attempted suicide, saying she would 
rather be dead than have another baby to add to the family’s miseries. 

She is of Italian parentage, married to an Italian laborer on the WPA who makes 
barely enough to support the family of 3 children, She left school at the age of 14, 
having reached the fourth grade. She married at age 17 years, and the marital life 
is said to have been happy. Contraception was desultory with condoms. The house 
is neat and well kept, and she recently returned a relief check because her husband 
had found work. 

In the family are a feebleminded sister and one who was in state hospital with 
a diagnosis of ‘‘hysteroepilepsy.’’ Both are said now to be in New York State and 
doing well enough. 

The patient appeared little sad despite her mood statement of ‘ ‘anxious’? and 
‘¢worried.’? She remained anxious and threatening suicide, even when the periods 
reappeared on Jan. 4, 1939. The Binet-Simon test gave her an intelligence rating of 
8 years, 4 months, with a base line of 6 years. 


Comment.—While the Binet-Simon test was probably not given at the 
optimal time, since she was emotionally upset, the result is probably 
fairly accurate, judging from the school record. The entire episode is 
a typical shallow depressive flurry in a setting of feeblemindedness. It 
is noteworthy that she had always appeared reasonably adequate in the 
past and succumbed in an impulsive fashion to great provocation. The 
husband played a very stable and sensible role throughout. 

As regards the problem of mental defect, the Rüdin group? estimate 
the number of cases in Germany as between 1 and 2 per cent. The mode 
of transmission has not been determined, but the likelihood is that double 
recessive faetors are at work, 
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B. Psychopathic Personalities 


Those constitutional disorders exhibiting lifelong deficits or imbalance 
in the personality assets (aside from the intellectual) are the psychopathic 
personalities, also called constitutional psychopathie inferiorities, Since 
they are lifelong disorders of personality structure, a great variety of dis- 
orders in function is to be expected, as indeed is the case: the immature, 
childish; the rigid, unbending, or the weak, vacillating; the emotionally 
unstable, or explosive, or depressed, or elated; the peculiar aloof, cold 
thinkers and fanatics; the cunning, antisocial criminal; the so-called ** тога! 
imbeciles” of the English psychiatric literature, and many others. Drug 
addicts, many chronic alcoholics, and sexual deviates belong in this gen- 
eral class. 

The tendency, following Kretschmer, is to use the term in connection 
with the descriptive adjective indicating a resemblance to the principal 
behavior abnormalities or ‘‘diseases”’ of the German psychiatry, but dif- 
ferentiated always by the lifelong duration and the stopping short of 
the clear picture of the ‘‘disease.’’ So, for example, are described schizoid 
(schizophrenie-like), cycloid (manic-depressive-like), epileptoid, hysteroid, 
and other types. (Compare with Kretsehmer's normal personality types 
described in Part I.) Such a system includes consideration of the ap- 
propriate body types: the asthenie with the schizoid, and pyknie with 
the eyeloid. 

The U. S. Army classification singles out as *eharaeter and behavior 
disorders"! : 

1. Pathological personality types—schizoid ; paranoid; eyelothymie; in- 
adequate; antisocial; asocial; sexual deviates. 

2. Addiction. 

3. Immaturity reactions—emotional instability ; passive-dependeney ; pas- 
sive-aggressive ; aggressive; immaturity with symptomatic “‘habit’’ reaction. 

Adolf Meyer speaks of (1) egotropic personalities—the self-eoncerned, 
either essentially aggressive, or dominated by swings of pure affeet as 
cyelothymie; or tending to passivity and submission and concern over the 
esteem of others, and other allotropie pre-oceupations; and of (2) the 
dystropic personalities—more fundamentally inharmonious, abnormal, 
These are both to be compared with the syntropic, the normal personality, 
with socializing tendencies and a regard for the consensus. 

The hereditary factors in the constitutional psyehopathies are not deter- 
mined in part beeause of the heterogeneity of the group, bound together 
only by the item of developmental anomaly. It is noteworthy that in 
families with instances of major reaction types not infrequently there are 
also siblings or others with homologous (but also different) constitutional 
psychopathic reactions. The details will be found in the descriptions 
of the major reaetion types. 
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The adult psychopathic personalities are reeruited from the ranks of the 
chronically problem children. It does not follow that all problem children 
are psychopathic personalities since the behavior disorders may be the clear 
result of unwholesome environmental conditions. 

Chronie vagraney and wandering away, eruelties, petty delinquency, 
truancy, daydreaming tendencies, tantrums, precocious and persistent 
sexual preoccupation and activity, ete., not well explained in the socia! 
circumstances, point to severe personality disorders which may be the first 
signs of the developing psychopathic personality. 

. The reader is referred elsewhere for a review of the abundant work on 
personality types and on psychopathic personalities. 

In recent years Kanner* has described a group of problem ehildren, here 
tofore not well isolated diagnostieally from various other types, offering 
special problems, and, as might be expected, with a variably difficult prog 
nosis as determined by follow-up studies. These are children exhibiting 
from the earliest days a remarkable degree of autism, a self-sufficiency 
leading to the unfounded suspicion on occasion that they suffer from deaf- 
ness. They learned words readily, but communication was reduced in 
quantity, not spontaneous, and personal pronouns were used exactly as 
heard, For example, the child referred to himself as ‘‘you’’ (the mother’s 
term of address), or ‘‘she’’ (the indirect term of address). 

These children are interested in inanimate objects, but the relation to 
people is one of indifference. 

These children do poorly on Binet-Simon tests, at least in part because 
of the inaccessibility. They do better with the Seguin form board. They 
look intelligent, and the memory and vocabulary may be phenomenal. 

Psychopathic traits or more severe reactions were noted in the family 
histories. One half of the families are represented in Who's Who in Amer- 
ica, or in American Men of Science. 

They were variously diagnosed by others as feebleminded although the 
continued acquaintance with them clearly differentiates them from the 
standard mental deficiency syndrome; or as childhood schizophrenics, а 
point of view not borne out by the later developments (so far observed). 

As one parent said, the remarkable thing is how little the ehild's person- 
ality ehanges fundamentally as the years go on, despite treatment in special 
schools, 

Recent work with the eclectroencephalogram points to the presence of 
definitely abnormal and questionable brain wave patterns in certain types 
of the psyehopathie personalities, pointing to the heterogeneity of the 
group.” 

Case 7920,—Mr. E. P. D., single, 24 years old, Catholic, with no settled business, was 


admitted to the Henry Phipps Psychiatrie Clinic on Nov. 30, 1937; discharged on 
Dee. 24, 1937. 
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For years always into trouble; stealing, lying, forgery, false pretenses, homosexual 
affairs, unreliable at work, vacillating in his ambitions, hypocritical, feeling need for 
appearing important and was unscrupulous as to method. Despairing and suicidal 
when exposed. 


The patient was brought to the Henry Phipps Psychiatrie Clinie by his mother and 
brother, who complained that the patient had been in trouble with society over many 
years, 

The history of the condition was practically lifelong. Docile as a child he gained 
his own way by ‘‘working around’? people. At 4 years of age he had a ‘‘wild imagina- 
tion’? and talked for hours at a time. He was fanatically religious and delighted in 
building altars. He was enuretie to 8. He played normally with other children and 
һай no temper tantrums (thanks to his capacity for ‘‘working around’’?). 

At the age of 12 years he forged and cashed a check for $100, giving the money 
to a teacher who was hard pressed. The patient was later transferred to a seminary 
preparatory to training for the priesthood, but left after one year. After an appendec- 
tomy performed while there, he had some sort of ‘hysterical’? attacks. Transferring 
to publie high school, he gave his teacher a check for $1,700 to defray the expenses 
of a European trip, ordered a special ear for $3000, charging it to his father, who 
һай finally to pay a considerable sum to settle the deal. At about this time he at- 
tempted suicide with poison but was lavaged and saved. When a friend took sick 
and was sent to the hospital, he hastened to guarantee special nursing care and was 
hounded for the bill. Borrowing money from his doctor, he disappeared for a month. 
He worked at odd jobs until a fracture of the shoulder in a fall sent him home, Then 
he worked for his father, got interested in promoting an automobile accessory business 
and was later exposed as a swindler. During this time he dined expensively in hotels, 
spending money freely. 

In January, 1935, he was in an automobile accident. (The possibility of this being 
a suicidal attempt to escape his bad financial situation is mentioned by a friend.) 
There was no fracture or loss of consciousness. After a short stay in hospital he was 
returned home, where after 2 days he had an attack, appearing not to know where 
he was and not to recognize his family. This state of confusion lasted four weeks. 
He was incontinent, and there was one fit in which he became stiff and looked 
“dead,” lasting a few minutes. He appeared to be numb on the left side. He made 
a good spontaneous recovery and remained at home until May, 1935, when on a bus 
trip he impersonated an officer of the Federal Bureau of Investigation. The victim 
of his play was infuriated and had the Federal Bureau of Investigation notified. He 
was trailed, caught, but released to the care of his family because of the history 
of the automobile accident followed by peculiar behavior. 

He then entered a monastery, training for the priesthood, and on the day he was 
to have been ordained claimed to have vomited blood; he was put in a hospital where 
he had several convulsive seizures. The consultant recognized that they were not 
epileptic and gruffly told him {о get up and walk. He arose, began smashing things 
about him in a rage, and swearing violently. 

Returning home he was soon caught cashing forged checks, and it was discovered 
that the money was being used to pay for homosexual affairs in downtown hotels 


with soldiers from a nearby post. He had even registered at the hotel with some 


of these companions when he was garbed in priest’s robes. 

On being exposed this time he became «¢depressed,’’ obtained a quantity of morphine 
from a druggist on the pretext that it was for his sick father, and some bullets were 
found in his possession. He was thereupon brought to the Phipps Clinic. 
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The patient’s birth was normal and his health history was not remarkable, H: 
preferred older women and never was known to have any sexual interest in women. 
He had become effeminate in his gestures and walking, used perfume and nail polish, 
powdered heavily, and plucked his eyebrows, kept lipstick in his drawer, wore « 
kimono at night, and liked to work in the kitchen. He says he masturbated from the 
ages of 13 to 18 years, 

He was always suave, sociable, impulsive, irritable when crossed, generous, secretive 
yet talkative, imaginative, untrustworthy in his yersion of things, and liable to short 
lived mood swings. 

The patient’s father was a spree drinker, high strung, a worrier, seclusive, and hot 
tempered. He died of a second cerebral hemorrhage. The mother is a worrier. The 
maternal grandfather was aggressive, hot tempered, a heavy drinker, who died of 
cerebral hemorrhage, 

The patient is one of 6 siblings, one of whom was alcoholic. 

In hospital he complained of headaches, spoke of fear of losing his mind as the 
cause of his suicidal attempts, and said consideration of his mistakes made him ‘‘de 
pressed.’’ He hoped for help for the homosexual tendencies. His story was full of 
inconsistencies, He dated the onset to the age of 7 when he first experienced feelings 
of inferiority in relation to other students, He feared examinations but always passed 
creditably. The same feeling prevented him from taking part in sports. He feared 
his father's bouts of intoxication, He was aware of sexual attraction to males sinc: 
the age of 13. His first forgery was to pay debts arising from lavish entertaining 
of boy friends. The first overt homosexual experience was in 1934. 

The formal mental status examination showed a superficial expression of a desire 
for help and willingness to cooperate, without strong affective disturbance. The 
Binet-Simon test gave him a mental age of 15 years, 4 months, with an I. Q. of 96. 
His insight was superficially good. 

The physical status was not unusual X-rays showed no bony deformity of the 
skull, 

While the patient was in the hospital, his father died. He was not visibly affected. 
One week later his mother died. He was greatly upset, crying, demanding to go, and 
when the money for his transportation was delayed in arriving he threatened to break 
out of hospital. Within a few days after returning home, he was deep in difficulties 
of the same sort again, and was committed by his family to state hospital for his 
own protection and for protection of the family and others for his irresponsibility. 


Comment.—The lifetime of behavior indicative of abnormal personality 
structure and development, lacking any signs of sharp break to suggest 
a process at work, supports the conception of the difficulty as constitu- 
tional psychopathy. 

The asocial performances which finally led to his commitment were 
the means used to achieve a feeling of superiority, the shallow and un- 
tenable ground for which gave him little concern until he was exposed. 
The outstanding personality traits making for trouble are: 

1. A need for appearing something greater than he is, with over- 
dramatization of the self, 

2. Impulsiveness combined with disregard for society’s rights. 

3. Dishonesty combined with suavity. 
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4. Homosexuality, doubtless related to his preferenee for his mother 
und fear of his father in his early years. 

5. Fiekle purpose and shallow interests, 

6. Inability to profit from experience, 

The etiological factors are rather vague. As possible factors are to be 
noted : 


1. Early life experience, the father's alcoholism, fear of competition. 

2. Heredity: aleoholism in father and maternal grandfather; with hot 
tempers and worrisomeness in several members. ; 

The ease is notable for the flagrant disregard of the conventions of 
society, and for the capacity for tantrumlike (**hysterieal'") performance 
when in a difficult situation. Adequate if not outstanding intelligence 
is in marked contrast to the emotional immaturity. 

The psychoanalysts have referred to certain types of psyehopathie per- 
sonalities as character neuroses. The point is well taken, since, presumably, 
personality developments, which early settle down to statie types of devia- 
tion from the normal, may have so developed out of early experiential fac- 
tors, rather than through the workings of any inexorable constitution, 
There seems no sure clinical differentiation between early acquired fixed 
habits of a psychopathie sort and constitutional peculiarities, Treatment 
is most suecessful in the immature emotionally unstable, weak types, and 
least in the asocial, eriminal or ethically defective types. 
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CHAPTER IV 
PLASTIC PSYCHODYNAMIC MINOR REACTIONS 


COMPLAINT DISORDERS AND SUBSTITUTIVE REACTIONS—THE 
PSYCHONEUROSES AND THE PSYCHOSOMATIC REACTIONS 


In contrast to the statie types of minor reactions noted in the preceding 
chapter, these are more plastice psychodynamic reactions, exhibiting in 
dramatic fashion the interplay of personality functions and life experi 
ence, and producing a variety of poor substitutions for more effective reac 
tions in the given situation. The resulting disorders show largely in: 

A. Special attitudes, the psychoneuroses proper. 

B. Organ or system function as it subserves the person function, the 
somatization reactions, or psychosomatic reactions. 

The study of the complaint disorders goes back to the ancients, and the 
conceptions of the difficulties are perhaps best illuminated by reference to 
the various schools of therapy. The complaint disorders and conditions 
closely allied to them are very frequent, constituting from one-third to one- 
half of all the cases seeking help from internists (Whose clientele is the 
least selected). It is possible to show historically fluctuations in ‘‘explana- 
tions” for the complaint disorders, as the result of overwork, overstimula 
tion, overconscientiousness, repression and inadequate emotional release 
and gratification, hypersuggestibility, the sequels of ‘‘psychie traumas,’’ of 
unresolved sexual fixations, etc. On the other hand, physiological quirks 
have often been overstressed as etiological factors. So also a certain 
fluctuation in frequency is noted, as for example in war times. These 
items all emphasize special points of view, or special methods, and doubtless 
all have been found useful in certain eases. 


A. The Psychoneuroses 


The following patterns cover the principal reactions, occurring in pure 
culture or mixed, with or without oligergasie or constitutional psycho- 
pathic admixture: 

. General nervousness. 
. Neurasthenia. 
. Hypochondriasis. 
. Anxiety states. 
Obsessive-compulsive-ruminative tension states. 
Dissociative-dysmnesie substitutive reactions (hysteria). 
. Motor neuroses, ineluding ties and cramps. 
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For the most part these are reactions of early adult life, i.e., they come 
to clinical notice in these years through suitable life experience factors. 
A ‘‘preparedness’’ for the reactions in most cases ean be shown to have 
existed previously in a special type of personality organization, but 
rarely instances are seen in which suitable personality precursors are not 
to be found. This need not invalidate the following points in common 
among the reactions: 

1. Constitutional traits, appropriate to the later development of the 
reaction. : 

2. Experiential factors (including fancies) acting on the personal 
make-up. 

3. Substitutive activity resulting, of one or another sort, as an inade- 
quate performance in the situation. 

4. Any one of the reactions may be considered as the personality’s 
effort to defend itself against anxiety or other mental discomfort. 

a. General Nervousness.—This is a rather nondescript group showing 
tremors, reflex hyperactivity (rarely hypoactivity), emotional, and vaso- 
motor lability. It is to be distinguished from toxic exhaustive conditions 
with symptomatic ‘‘nervousness,’’ in which also аге to be noted exhausti- 
bility, fever, blood anomalies, as leukocytosis, leukopenia, anemia, ete. 
The group merges with the anxiety states (described below). 

Diagnosis rests on the exclusion of organie disorder and the demonstra- 
tion of the reasonableness of the explanation as a reaction of a certain 
personality organization and adequate situational factors (which are the 
criteria for any of the minor reactions involving organ functioning in the 
service of the personality). 

Case 161,967 (Diagnostic Clinie).—Mrs. K. P., aged 31 years, housewife, was ad- 
mitted to the Diagnostic Clinie, Johns Hopkins Hospital, on Jan. 17, 1939, 

Complaints of nausea and vomiting developing in a setting of strain and un- 
remitting worry and responsibility, with nervous mannerisms, and labile mood mark- 
ing the present status. 

The patient came to the Diagnostic Clinic because of nausea and vomiting of seven 
years’ duration. She has always been highstrung, hyperactive, and very sensitive, 


she reacted to periods of excessive strain at work with nausea as she rode home on 
the street ears, Occasionally there was diffuse headache with the nausea and vomiting 


but never hemicrania. 
The serious nausea ‘and vomiting came shortly after the marriage. She promptly 


became pregnant, the delivery was exceedingly difficult, and she herself almost died 
from placenta previa. The child was born with a harelip and cleft palate, and her 
worries began. She was heartbroken and listened with grief to predictions of neigh- 
bors that the child would never talk properly. The child was subjected to five opera- 
tions. Disparaging comparisons of the child’s school work with that of other children 
hurt her deeply. She could rarely get away at night for a movie or other social 
affair. This meant asking someone to stay with the child, since they had no maid, 
and she was too proud to do this. She had the total responsibility of the house, and 
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everything had to work with clocklike precision to accommodate her husband’s plans. 
He gave her little support, refusing to take any responsibility for the care of the 
child. He would tell her that he wouldn’t mind asking anyone to stay with the child 
at night so that they could get away, but then would add that it is her place to do it. 
He did not help with the budget, leaving it to her to stretch the meager salary over 
the months. There was never any money for vacation, and they have had to spend 
the vacation months with their parents. He calls her neurotic, making invidious com- 
parisons with his own robust attitude to life. 

She was always sensitive, yet was quite stable to her marriage. She graduated 
from high school and worked for some years їп business and valued greatly the free- 
dom of the life. She liked the feel of being valuable to her employer. By comparison 
in the home she felt useless and that she was a failure. The sex adjustment has been 
good. She would like another child but is fearful of another disaster. Her husband 
does not desire another child. Her habits were not unusual. 

Her mother had goiter without nervous symptoms. One sister is much like the 
patient in temperament, 

The examination for the mental status showed a young woman, frank and coopera- 
tive after a certain defensive attitude is passed. She fidgeted and drummed with her 
fingers and talked in rapid fire fashion. The mood was labile, tears near at times; 
and again she was easily brought to a smile and humorous expression. She is intelli- 
gent and has excellent insight into the circumstances favoring her tension, She recog- 
nized that she has worried unremittingly over the child, yet is proud of the results 
of her efforts on the child's behalf, and of the child’s own development. Significant 
was her revelation that her husband is more worried about her than she is, regarding her 
trouble as organic?" (in spite of his calling her ‘‘neurotic’’) and being willing to 
spend money for the discovery of the ‘‘organic’? trouble. 

Her physical status was generally good, with slight undernutrition, The blood pres- 
sure was 114/76, height 6414 inches, weight 110 pounds, temperature 97.6° F., pulse 
84 per minute, respiration 20 per minute. The stomach was slightly ptosed, and the 
basal metabolic rate + 6. Other examinations, including gastrointestinal series, chest 
x-ray, blood and urine studies, dental examinations, were all normal. 


Comment.—Complaints of nausea and vomiting, with headache and gen- 
eral nervousness, arising in a sensitive, energetic, conscientious woman, in 
a setting of all work and no play, with lack of cooperation from her hus- 
band in the problems of the day, and a feeling of tension and worthless- 
ness, but not real depression. There seems to be a certain constitutional 
predisposition to ‘‘nervousness’’ (tension with nausea and vomiting) in 
the patient, but the provocation seems overwhelming. 


Case 162003 (Diagnostic Clinie).—Mrs. M. W., aged 39 years, housewife, was ad- 
mitted to the Johns Hopkins Diagnostic Clinie on Jan. 20, 1939. 


Nervousness, indigestion with burning and belching, excitability and easy crying, 
‘‘trembly and shaky feeling,’’ and fear of cancer, coming on after an acute gastric 
upset in a setting of much sickness in the home and lack of opportunity for rest 
and relaxation. 


The patient eame to the Diagnostie Clinie of the Johns Hopkins Hospital complain- 
ing of ‘‘nervousness’? of a year's duration. The trouble started a year ago when 
she and another woman who were attending a gathering at a friend's home drank 
a couple of rye highballs, had some light refreshments, and took sick and vomited. 
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The friend was affected immediately, and the patient later. The friend got over her 
trouble, but the patient says she has never recovered. It seems the delay in the re- 
covery is to be attributed to the subsequent events rather than whatever the original 
episode was, because at this same time her boy took sick and was in and out of hospitals 
from February to May before an operation was finally performed which established the 
diagnosis as mastoiditis. All of this time the patient was very much upset. The 
boy was getting deafer and having excruciating pain, and the condition seemed to be 
something that could not be determined and cured. She lost a great deal of sleep 
and was very much upset. During the summer she had no chance to take the usual 
vacation she gets, and in August her husband had to have a kidney stone operation, 
There was more worry and upset with this. While he is well now, the patient has not 
made progress, has lost weight, gained some, and lost it again. 

Then the patient began to fear she had cancer—cancer of what she doesn’t know, 
She has always feared cancer as the only illness to be concerned about, and after 
not feeling well for some time she gradually began to wonder more and more about 
this and has not been able to be reassured by physicians. It was this as mueh as 
anything else that brought the patient to the Diagnostic Clinic. 

Another souree of worry is the school difficulty of her second child, a girl of 11 
years, who is beginning to fail generally, in addition to long-standing specific difficulty 
with arithmetic. The school principal says the child is unhappy from worry over the 
mother, The mother discovered this only a few days before, and she has been worrying 
over the child. There is constant friction in the home between the two older children, 
Uhey fight all the time, The patient gets very little hope from talking to other 
mothers for an early termination to this. 

There are no other worries. They have enough money to live on and save some. 
The sex adjustment is good, and the home life is essentially happy aside from the 
friction noted above. Contraception offers no difficulty. She had always been healthy 
and until this year the whole family were healthy. Her habits are good, She takes 
care of her home and has time for church and social activities, although since her 
illness began she has given up some of them. The patient was somewhat nervously 
upset seven years ago when there were considerable sickness and a death in the family. 
Death and cancer have been her two phobias. 

The family history is negative for nervous troubles. The patient is the oldest of 
seven children. 

The mental status is not very unusual. The patient is intelligent, frank, coopera- 
tive, pleasant. She is glad of the opportunity to tell of her concerns and shows good 
judgment of the situation, The main trouble as she views it is in getting adequate 
reassurance from what she would call efficient examinations on the part of physicians, 
She says she is not despondent but is plainly worried about herself and apprehensive. 
Her eyes fill with tears from time to time. 

The physical examinations disclosed only undernutrition of about 20 pounds, vis- 
ceroptosis of mild degree, slightly increased gastric acidity, and oral sepsis. The chest 
x-ray, temperature, and sedimentation rate were all normal, probably excluding effec- 
tively tuberculosis from consideration, The basal metabolism, gall bladder x-rays, 
Wassermann test, and blood and urine tests were all normal. 


Comment.—The patient's undernutrition, irritable gastrointestinal tract, 
and general nervousness seem to have been touched off by an acute gastric 
upset which was not permitted to resolve itself as might have been ex- 
pected, because of the marked situational difficulties to which she reacted 
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strongly in a manner similar to her behavior seven years previously in a 
setting of illness and death. Then an old fear of cancer obtruded itself, 
offering a grim and unwelcome explanation of her continued poor health, 
and was not promptly eradicated by ‘efficient’? methods of examination. 
Of course, the great question is, What would have sufficed as ‘‘efficient’’ 
examination at the time? At the time she came to the Diagnostic Clinic 
she appeared ready to accept authoritative statement. The difficulty with 
the second child was discussed with her with the suggestion that the child 
be brought to the children’s clinic at the hospital where she would also be 
given adequate psychiatric and other special examinations as well as the 
routine things. The latter had already been done by her own physician and 
in no wise alleviated the condition. Symptomatic relief for the under- 
nutrition, gastrointestinal irritability, and oral sepsis were recommended. 

b. Neurasthenia, (nervous exhaustion’’ or irritable weakness, is char- 
acterized by excessive subjective sense of fatigability, irritability, com- 
plaints of head pressure, subjectively poor memory, poor sleep, various 
vague aches and pains, visceral dysfunction (gastrointestinal tract, blad- 
der) with exaggerated or reduced reflexes, insistent sexual activity, as 
emissions, erections, ete. 

The term was coined by the American, Beard, in 1868, to deseribe a 
condition which he thought to be due to the exhaustion of the cell through 
depletion of its stored nutriment. The term was more descriptive of the 
age, in which the highest virtue was the exploitation of initiative and drive. 
and personal reactions of boredom, monotony or disappointment were likely 
then thought to assume the pattern of fatigue and irritability through 
exhaustion of the reserves of energy. The looseness of the terms fatigue, 
irritability, ete., merits condemnation. 

Experience shows that neurasthenic reactions may be divided into two 
groups: a symptomatic one, largely reactions of boredom, monotony, lack 
of punctuation in the day-to-day life and of immediate and more remote 
goals; and a constitutional one, in which a certain biological equipment 
may be said to favor actual easy exhaustion and to demand excessively long 
recuperation. The two types are commonly mixed, separation being made 
difficult by the lack of suitable means for measuring fatigue. As noted in 
Part I, fatigue is differentiated only with difficulty, if at all, from bore- 
dom and other similar reactions resulting from frustration, lack of satis- 
factions, ete. * Tired," the common complaint, then is clearly a shorten- 
ing for ‘‘ ‘tired’ of things” (a reversal of the ordinary metaphorical de- 
velopment in which concrete is extended to the abstract). The complaint 
becomes understandable when the ‘‘things’’ the patient is *tired'' of are 
related in a dynamic fashion to his personality structure and development. 

Muncie? has called attention to the association of chronic fatigue states, 
essentially the neurasthenie syndrome, with eertain metabolie endoerine 
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disorders, e.g., hypothyroidism or hypoadrenalism, and as a sequel to 
certain infections, notably influenza, the dysenteries, and undulant fever. 

Metabolic and endocrine factors when present may furnish a basis for 
the erection thereon of the typical neurasthenie attitude to living—the 
теа of it” attitude. Treatment will have to include all factors. 

The situation with the postinfectious states is more complicated since 
there are no sure rules to follow concerning : 

1. The relation of severity of infection to subsequent symptoms. 

2. The relation of the infection to the persistence of the subjective 
sequels. 

3. The relation of the presence of postinfeetious changes in the serum 
reactions to the subjective symptoms. 

The relation of the symptoms to the infection*may be a physiological 
one, or a psychological one. In the latter case, the patient utilizes in a 
neurotic manner the tiredness, a symptom of the infection, to erect a 
neurotic defensive attitude to life. 

Alexander and Portis? have called attention to a type of chronic fatigue 
associated with hypoglycemia with a normal resting blood sugar but a low 
sugar tolerance curve. Such cases are benefited by treatment with atropine 
and complex carbohydrates. 

Psychoanalytic doctrine early viewed the neurasthenie reactions as 
physiopathie (aetual neurosis), the result on the cerebrospinal axis of 
excessive masturbation and not to be understood as psychodynamic reac- 
tions. This eonvenient and dubious explanation seems today unnecessary 
for the lack of success with psychoanalytic (or other) therapy, and to 
stress a dualistie dichotomy which cannot clarify the real problem in the 
least is useless. Modern methods seek a sorting out of physiological and 
mental factors, and treat each appropriately. (See Asthenia, in Chapter V.) 


Case 7865.—Mr. W. Н. W., 22, single, an identical twin of М. L. W. industrial 
chemist, Lutheran, was admitted to the Henry Phipps Psychiatrie Clinie on Sept. 0}, 
1937; discharged Dee. 2, 1937. 


Obsessive doubts of a perfectionistic sort and excessive fatigue since age 5. 
Strongly influenced toward self-concern by family attitude. In competition with, 
yet dependent on, twin brother who was carefree and had no difficulties. Complaints 
of fatigue and uncomfortable head sensations of such degree as to preclude work 
when first separated from twin after college graduation. Rigid attitude toward 
personality disorder, demanding short-cut to relief without need of cooperation from 
him. 


The patient came to hospital from his first job after graduation from college be 
cause of weakness, and head sensations yariously described as a ‘‘pulling, something 
like when you’re under sexual excitement, a jammed-up weak feeling, terrific pulling 
aches across head and back, like a rubber band around the neck," made worse by 
mental effort and concentration. ‘‘I have energy, I want to ‘go places,’ but this 
condition makes me feel rotten all the ше?” 
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In retrospect the patient dates his symptoms to an early age, perhaps 5 years. 
He remembers wondering in early grade school why school was harder for him than 
for others, and he asked many questions of the teacher because he felt he wasn’t 
grasping things sufficiently. He was especially impressed by his widowed mother’s 
tiredness after an all-day job and the additional burden of washing and mending 
the children’s clothes at night. 

He always did well in school and held many jobs outside of school hours. He and 
his twin brother were inseparable, the patient always tried to excel and did excel 
until his college years when the brother pulled slightly ahead. Where the twin was 
carefree, easy going, and independent, the patient was more industrious, worked with 
a sense of effort, and was self-concerned and dependent on his brother. 

Their mother held up to them the ideal of their dead father’s scholastic attainments, 
but only the patient seems to have taken a serious view of the challenge. In college 
where both boys took work like the father’s, the patient did a little less well than 
the brother. He feels now he should have taken courses quite different from the 
brother’s, but he feared failure unless they studied together. 

On graduation each secured employment in a different city. It was their first sep- 
aration. The patient had actually few responsibilities but was being groomed for 
better things. His old feeling of weakness and the head sensations within a few weeks 
effectively stopped all useful effort at work, and after consulting twenty doctors within 
a short period he came to the Clinic. 

His birth and physical development were normal. He was the younger of the twins. 
(Did he know this?) His school work was good. His habits were excellent. His 
ambition was great, but it seems to have been implanted from without by his mother’s 
adulation of their father and her urging them to emulate him. He sought to attain 
the highest grades in school, but always was aware of effort at the task and fatiguo 
from it. In games it was the same way. At times he cried through mortification. He 
took extra setting-up exercises to build himself up. 

The tight feeling in the head was first noticed in grade school. He discovered that 
he had a spinal curvature. He thought of his aunt, living with them, and her con- 
stant complaint of fatigue in the back. When in school he couldn’t seem to grasp 
things sufficiently in spite of heroic effort, he compared himself with another aunt 
who had suffered memory loss and had convulsions following an automobile accident 
with head injury. He wondered if he had not once had a fall on the head. 

His health was otherwise not unusual. 

The sex life had been something of an issue with him. At 6 years he was repri- 
manded for mutual exposure with a female cousin, and he was made to feel marked 
guilt. Masturbation has oceurred occasionally since 15, and he says he feels better 
afterward. He also claims to be diverted and to feel better when he daydreams about 
girls and sex play. There has been some necking but no intercourse, but for the past 
year he has carried condoms about in anticipation of an opportunity which he felt 
might be soothing to him. Six weeks before admission he took part in his first and 
only homosexual experience with fellatio, in which he was both a passive and then an 
active participant. He was half drunk at the time, and the occasion was one of 
seduction. 

A Lutheran, he used to be excessively scrupulous in his prayers with great feeling 
of remorse for trivial things. 

He is sociable, cheerful, talkative, out-going, not particularly moody, and sensitive 
to criticism, 
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The father, a man of some intellectual attainment in his community, died when 
the patient was 4 years old. A paternal cousin committed suicide at the age of 82 
(1931) for unknown reasons. 

The mother is energetic, oversolicitous of the children, and ambitious for them. A 
hard worker, she kept the family together after the husband’s death and occupies a 
position of responsibility in the community. The patient was much impressed as a 
child by the mother’s energy, fatigue, and ambitions for the children. 

The twin has been described briefly. 

In the Clinie the patient presented a superficial appearance of cooperation which 
balked at personality study, but with occasional flashes of interest in the general 
problem. He wanted help by drugs which would not need cooperation from him. He 
complained constantly, and it was all but impossible to distraet him even for short 
periods from deseriptions of his sensations. The mood was neutral, with a tendency 
to irritability when forced to consider his difficulty in the more general psychobiological 
implications. Anger made him feel better, but he was difficultly aroused from a com- 
plaining complacency about himself. The intellectual functions were average. The 
insight statement repeatedly stressed the fact of his belief that a local pathological 
condition in the head was responsible for the difficulty. 

The physical examination showed a young man of athletic habitus, with slight 
scoliosis and lordosis of the thoracic spine, a congenital anomaly (the twin also has 
it), with complete absence of tendon reflexes (tested on numerous occasions with every 
variety of reinforcement), and a blood pressure of 106/65. The basal metabolism 
was -12 per cent, —17 per cent, -10 per cent’ within a week (Oct. 2-9, 1937) and was 
still -8 per cent on Noy. 9, 1937, after administration of thyroid extract. Blood 
and urine studies were normal. The pulse rate varied considerably but never 
was over 100, nor lower than 60, and the mouth temperature was consistently about 
97°. Sleep was excellent; weight on admission was 143, and it increased steadily in 
Clinie to 149 pounds, at which level it remained. 

Further examination showed a normal hanging record (Fig. 23). Numerous spe- 
cial examinations pointed to some minor physiological irregularities: 

Blood pressure was rather low (unchanged or slightly lowered systolic pressure in 
the ereet position as against a slight rise in normal fit males); diastolic rise of 18 
mm. (average 8.1 mm.); fall of pulse pressure, —19 mm, (average 5.8 mm.) ; little 
difference in pulse, 8 (normal average 17.9); normal increase of pulse and return with 
exercise. These changes suggested a lower than average cardiac output, but the re- 
sponse to exercise was normal. The oculocardiae reflex showed a change of 18 beats 
per minute in the pulse, suggesting a vagotonie state. 


Blood sugar determination: 


Oet. 5, 1937: 


Fasting 100 mg. per cent. A rather low flat curve. 
% hour 111 

1 hour 115 

2 hours 94 

3 hours 92 Without sugar in the urine. 


Oet. 8, 1937: 


Fasting 97 mg. per cent. 

% hour 158 Normal curve 
1 hour 130 

2 hours 81 


3 hours 91 Without sugar in the urine 


220 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


Electrical skin resistance showed: 


Oet. 11, 1937 480,000 ohms baek-back 
40,000 ohms palm-palm 
Oct. 12, 1937 820,000 ohms back-back 
100,000 ohms palm-palm 
Oet. 13, 1937 490,000 ohms back-back 


80,000 ohms palm-palm 


All records are within normal limits of variation. 

He showed no response to physiologieal treatment with thyroid extraet, benzedrine, 
or prostigmine. Socialization, efforts at better understanding of his personality prob- 
lem as the result of imbalance of ambitions and satisfactions, incomplete emaneipation 
and development of autonomy, brought flashes of interest and revealing insight which 
never lasted. Ніз self-pity was overwhelming. 

He apparently was ‘‘tired out?' by the obsessive effort at perfectionistie perform 
ance, by the ceaseless competition with the twin, and by the effort to live up to im 
posed, not spontaneous, ideals. 

He left hospital unimproved and has shown no desire for cooperative effort in the 
solution of his problem. 


Comment,—Weakness and head sensations in the case are related to the 
following factors: 


1. Minor physiological irregularities (low basal metabolism, low cardio 
vaseular output, and a nervous system with areflexia) and congenital 
spinal anomaly. These point to an individual constitution, but to assess 
their importance is impossible. Areflexia has heen noted in other cases 
with similar symptomatology. The congenital anomaly probably plays no 
role except as a focus for the patient's self-concern. 

2. Early influences working to thwart the balance in effort-satisfaction : 

Maternal oversolicitude and ambition for the children. 

Chronie complaining in older members of the family. 

Competition with and dependence on the twin, who is the older 
(lack of feeling of autonomy). 

Feeling of effort and striving and always falling short of perform- 
ance. Obsessive doubts of self. 

3. Lack of major disasters or of major triumphs—a monotonous, un- 
punctuated, even existence. The few sexual experiences were followed 
by relief because of the ‘‘diversion’’ of the mind from himself, and must 
have given him the sense of a sexual triumph. The lack of satisfaction 
with the sex life is part and parcel with the general lack of satisfaction 
and of his capacity for satisfaction. 


Case 1969.—Mr. W. С., aged 43 years, widower, merchant, was admitted to the 
Henry Phipps Psychiatric Clinic on July 8, 1915; discharged July 1, 1918. Last 
note from patient in 1938: Improved. 


Feelings of exhaustion, faintness and concern over the condition of his genito- 
urinary tract occurring in a man who had compromised his sexual and ethical ideals 
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after his wife's death, and had contracted gonorrhea (which was cured). Exhaustion 
feelings utilized to evade recognition of the life setting. Able to resume work only 
16 years later. 


The patient was a widower who contraeted a gonorrheal infeetion nine months 
before admission to the Clinic, and coincident with the infection suffered indefinite 
feelings of faintness and feelings of exhaustion so great as to reduce his activity to 
bed rest for a considerable portion of the time. The local condition resolved itself 
in chronic urethritis, which finally was cured, but the exhaustion continued wn- 
abated. With it he was depressed, and there was a lack of sex desire. The neurological 
status showed rather active tendon reflexes, the right knee jerk somewhat greater 
than the left. 

Тһе illness arose in a setting of an uneasy affair with a mistress, which meant for 
him a serious compromise with the memory of the happy life with his wife who had 
died seven years before. He thought of marrying the mistress but could not because 
he foresaw trouble with his sister with whom he lived. The gonorrheal infection 
served to focus his complaints, and he clung to this as the tangible explanation for his 
symptoms long after he had been declared cured of it. 

He was a farm boy who had made good in the city. Masturbation on the farm 
had plagued his conscience. His marriage at 30 had been ideal and he was pro- 
foundly depressed with his wife’s death. 

In the Clinic he remained irritable, complaining, exhausted, and with little interest 
in examining the general setting of his complaints. His economic situation was 
actually seriously imperiled by his long hospitalization, and he finally was practically 
forced out of the Clinic in order to make it impossible for him to escape further 
putting to the test the knowledge he actually possessed. 

The patient remained complaining and worked in the’ favored circumstances of 
having all matters brought to him at his home from where he directed general policy. 
Then in 1934 (16 years after discharge!) for reasons unknown, he took active hold 
again of the affairs of the company and has remained aetive since, not only in that, 
but also in numerous other civic enterprises. He gave a facetious account of himself 
(1938), claiming to be made progressively dizzy by a eup of coffee which all but 
made it impossible for him to answer the note of inquiry from the Clinic. He speaks 
in humorous disparagement of his accomplishments, but the facts speak for themselves 
for his actual overt activity. 


Comment.—The case shows profound exhaustion, irritability, and so- 
matic complaining with some anxiety symptoms (dizziness), and mild de- 
pression as a reaction to a prolonged tussle with his conscience in a com- 
promising sexual situation, which then suddenly flared up with a gonor- 
rheal infection, the tangible evidence of his poor compromise. He had no 
stomach for self-inspection in a constructive way and lapsed into long 
years of semi-invalidism, which yielded finally to a return of considerable 
useful activity, but with a tenacious if facetious clinging to his subjective 
complaints. He never remarried, and the further status of the sex adjust- 
ment is not known. 

c. Hypochondriasis is defined as physical complaining of an excessive 
degree or of a degree unjustified by the actual physical status, presenting 
either a more nearly delusional development or an anxious concern for 
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the health. The complaints may refer to any organ or system function- 
ing. Too great concern for the health shows in various ways from the 
most blatant and obvious form, exaggerations of minor irregularities in 
the health to insidious types shown to be hypochondriaeal only by the 
most painstaking effort to exelude physical disease and by the insistent 
and near-delusional personal attitude of the patient toward his fancied 
illness. 

Hypochondriasis is at times only a little removed from the well-nigh 
universal popularity of health as a subject of conversation. The life his- 
tories of hypochondriaes are likely to reveal parents with similar com- 
plaints, a family atmosphere charged with parental concern for the 
health of the children, the well-stocked medicine cabinet, the excessively 
long periods of convalescence after illness, a feeling of lack of robusi- 
ness, ete. 

In women the menstrual function offers a most inviting field for mis 
information and anxious overeoneern. The final resort of the hypo 
chondriac is the assertion that he feels the symptoms regardless of th: 
findings of physieal examination, and often enough the organ, system. 
or region referred to offers the greatest difficulty to objective testing. 
as, for example, in the complaint of headache. 


Case 7675.—Miss J. W. H., age 40 years, clerical worker, was admitted to tl 
Henry Phipps Psychiatrie Clinic on Oct. 15, 1936; discharged Feb. 28, 1937. 


Always considered frail since she had **malignant malaria’’ at 4/2 years. Fre- 
quent sore throats to 15 years. Headaches all her life with pain in the back of the 
neck. Work always a great effort. At 26 years appendectomy with uterine sus- 
pension for pain in the abdomen followed by ‘kidney complications'' and cystos- 
copies, Exhaustion, At 32 years another uterine suspension with kidney trouble. 
Stopped work because of headaches, fatigue, nausea, weakness, weight loss, pound- 
ing heart, At 36 years swelling of the legs. Spends much time in bed; pothered by 
noise, light, smoke. Low spirits and suicidal thoughts in the past when her trouble 
has seemed hopeless. 


The patient came to the Clinie because for 10 years she had been incapacitated 
from useful work from ‘‘nervousness’’ and weakness, headaches and many operations. 
Her mother added that she has ‘neuralgia, collapses all the time, suffers everything 
a mortal has, cannot endure noise or light.'" 


She was considered never to have been robust after «malignant malaria’’ at 4% 
years. She has been a sufferer all her life from tc nervousness”; ‘‘never felt well 
enough to get much out of life."' After tonsillectomy at 15 years, she never felt во 
well again, never seemed to be strong. ‘‘ Burning, crawling pain?' in the abdomen, 
worse with the periods, led to appendectomy and uterine suspension at 26 years of 
age. This was followed by eystoscopic treatments for ‘‘kidney trouble,’’ from the 
effects of which she needed the better part of a year or so to recover. She worked 
with long rest periods afterward. She became more ‘<neryous’’ with ‘‘clenching of the 
nerves at the back of the neck, affecting the spine and shoulder’’; the heart pounded ; 
headaches with nausea and extreme exhaustion plagued her. It was considered she 
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had returned to work too soon. The uterus was again suspended (at the age of 32 
years). Recovery was slow, with aches and pains all over, ‘‘every organic pain known.'^ 
After operation, kidney trouble was again found, but cystoscopic treatments had to be 
delayed because of her condition. At 36 years she was all swollen, spent much time 
resting in bed, could not eat when she had the headaches; she slowly lost 40 pounds 
in weight. Sleep was poor the past months as a result of restlessness at night. 


The patient is the oldest of 5 children, whose birth was easy according to the 
mother, but difficult according to the patient, who said her mother was also sick 
throughout the pregnancy. She was a very shy child with night terrors, slept in her 
mother’s room to 416 years, witnessing the birth of her sister because she had **malig- 
nant malaria’? and was too ill to be moved. Schooling was irregular on account of 
sore throats and ear aches. She was never considered robust and finally quit school 
in the 9th grade at 17 years, having failed twice because of poor health. She stayed 
home helping her mother until she was 23 years old when she went to live with a sister 
and take a business course. She took a position working for the government and had 
steady employment for 7 years, doubling her pay in that time. She never liked it; 
nothing was explained to her, her heart pounded, her back ached, she was tired; she had 
io take much time off and had difficulty keeping up with the other girls. She quit to 
return home, and then recently with her mother she moved in on the sister who works, 
They are dependent on this sister and her husband, both of whom work in government 
offices. 

Always considered not healthy; many sore throats, ear aches, stiff necks, headaches, 
so severe she was ‘almost unconscious," lying inert, not eating, not urinating nor 
defeeating; the eyes were bad; smoke and dust troubled her throat; there were 
violent aches in her teeth; the extraction of a tooth shocked her, for she knew she 
would need it later; had torticollis as a child with neuralgia, pain at the base of 
the skull; the heart pounded violently; she had a small appetite and fussed over the 
food, and took laxatives regularly. 

With the onset of menses at 14 years, she said she would rather be dead than have 
periods the rest of her life. She never knew what masturbation was till recently. 
She went about with men and felt fondly toward one, but he married another, she felt, 
because he thought it best not to propose to her because of her health, She took to 
bed, cried, had a headache, felt “отт in two,” ‘‘half-dead,’’ and brooded over it for 
5 or 6 years, 

She is described as timid, seclusive, sensitive to the opinions of others, irritable, 
feels disappointed in life; gentle, sweet, sympathetie, with high ideals, and an inter- 
est in reading. 

The father died at 59 years, leaving the family in poor financial cireumstances. 
He was unsociable, diffident, a business man. He ‘‘catered’? to the patient’s appetite 
and did things to create interest. The patient resembles his side of the family. The 
mother is 60 years old, very nervous, complaining of feeling as if her flesh were dead 
for periods lasting a few days. The maternal grandfather was an invalid as long 
as the mother ean remember. The maternal grandmother was а worrier and at 79 
became ‘‘peculiar.’? A maternal aunt has no endurance, becoming easily exhausted. 
A brother stuttered occasionally. The maternal grandmother lived with the patient’s 
family and helped to bring up the patient. The mother was young and ignorant 
of the rudiments of child welfare. 

The mental examination showed a wan person, looking years younger than her 
stated age, appearing physically ill. The stream of talk was productive with a certain 
gusto in reciting her complaints of every bodily organ and system. Considerable 
resentment toward her family for their attitude to her (not sympathetic enough), their 
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Fig. 32.—Life chart, Case 7675. 
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haphazard and impulsive way of living, followed by regrets figured in her complaints 
with life, She felt she had never had good enough health to enjoy life. 

The physical examination revealed poor general nutrition, the result of poor habits; 
slight anemia, cyanosis, some edema of the ankles, with active reflexes and over 
reaction to all sensory stimulation. The blood pressure was 135/100. There was 5 
little acetone in the urine. Careful and repeated physical examinations failed to 
reveal anything more consistent than varicose veins and elevated blood pressure un 
accompanied by signs of kidney or cardiac damage. Good eating habits were estab 
lished and the acetone disappeared. A spastic condition of the bowels subsided with 
treatment by exercise and the ward regime. She gained 24 pounds in weight. She 
became more alert, and less complaining, the latter varying with the opportunity. 

In spite of slow but notable improvement in her general condition, and a willingness 
to attempt all asked of her, with good success also, she never developed a robust atti 
tude to life, but clung to her belief in the cruelty of her physical fate—about which 
she kept discreetly silent if she felt disapproval, but opened up to the uninitiate:! 
listener, She returned to her family with considerable symptomatic improvement bu! 
little usable insight into her condition as a devastating substitutive complaint reaction. 


Comment.—Profound hypochondriasis, likely developing on a basis of 
numerous illnesses, maternal oversolicitude, with the growth of a con 
ception of the self as essentially not healthy, with secondary features of 
poor physiological conditions from poor habit regulation. The demon 
stration of her capacity to develop and perform adequately did little to 
alter her near-delusional attitude in an essential handicap of ill health 
She is a chronic invalid, living a parasitic existence on the bounty of 
her family. 


Case 7521.—Mrs. M. E. S., aged 43 years, housewife, Methodist, was admitted to 
the Henry Phipps Psychiatrie Clinie on March 10, 1936; discharged July 7, 1936. 


Eight years of invalidism, with heart complaint, insomnia and with abdominal 
complaints, leading to numerous futile operations and much ineffective medical treat- 
ment, in a setting of apprehension over the care of a child whose advent had been 
a shocking experience to both parents, who were shy, timorous, and not disposed to 
taking responsibility. 


The patient eame to the Clinie eomplaining of severe constipation, requiring the use 
of purgatives whieh eaused diarrhea, of upset digestion, belehing, and a lumpy feeling 
in the stomach that kept her awake all night. Her husband added she was very 
nervous, complained ‘‘morning, noon and night’’ of her heart palpitating, and talked 
incessantly of her bowel condition. 

The onset coineided with the birth of her only ehild S years previously. She was 
35 years old, and her husband 55 years old, they had been married six years when 
she became pregnant much to their joint surprise and apprehension. Her husband 
especially was fearful of having his late years disturbed and asked her to have an 
abortion, which she refused. The delivery was surprisingly easy. But the pediatrician 
frightened her about her responsibilities for the child’s care, and during the next 
S years both parents lived in constant apprehension over his welfare, As a matter 
of fact he was normal, but this did not lessen their load. Soon she began to com- 
plain of abdominal pain whenever she was upset by his care, This increased; she 
consulted a gynecologist who felt the trouble to be due to a diseased appendix. Ap- 
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pendectomy was performed; the patient made a good recovery only to find the same 
pain present. Eventually she submitted to another operation for ‘‘release of adhe- 
sions? from the first operation, and cystoscopie treatments for the pain for which she 
had to have hypodermic sedative medication. All the time she suffered, and she was 
bothered greatly by constipation which needed strong purgatives for relief. In- 
somnia and palpitation were added miseries. She was alternately treated by the 
surgical measures noted, by various sedatives, and by ‘‘stomach powders’? at the hands 
of an internist, who suspected the relation of her troubles to the home situation. 
She finally was referred to the Clinic for treatment. 


She was the youngest of 8 children born to parents in their late middle age. The 
father, of Scotch descent, was a strict, uncompromising Methodist, moody, with a 
violent temper. He dominated the home completely, He exacted immediate obedience 
from the children, The mother was quiet, of English Quaker descent, but in her way 
was also very strict. All the children were timid and ‘‘hadn’t much gumption.’’ 
One sister, 57 years old, is so timid she will not go shopping unaccompanied. A 
i had a psychosis, probably depressive, after a bout of pleurisy; she thought she 
going to die, and tried to commit suicide in the Christian Science home where 
she was being treated. She made a sudden recovery after four months’ illness. 

The patient was always timid and bit her nails until she was 3 years old. She 
ünished 7 grades in school, quitting to go to work because of family financial diffieul- 
ties. Her father refused to let her do office work where she could be with men. 
From the age of 25 to 28 years she stayed at home caring for her mother who was 
invalided with chronic nephritis. At 28 years she married. Her husband was 20 
rs her senior. He was a timid man, so much under the thumb of his father even 
at that age that he was afraid to stay out later than 9:30 р.м. He did not dare 
smoke at home, He had a brother who had had a period of depression, for which 
he was hospitalized for a year. The marriage was a happy one, and the two were 
devoted. They scarcely altered their individual habits through the arrangement. They 
lived comfortably on his salary until the physicians’ bills began piling up in the last 
few years. They amounted to thousands of dollars. Sex relations were satisfactory as 
far аз could be learned from such timid people. He practiced withdrawal. The 
patient’s periods were still regular. 

She was described as ‘ап old time girl" never smoked, never drank, never dis- 
sipated in any way. Usually cheerful and friendly, only lately had she shown any 
discouragement. She was always conscientious, perfectionistic, insistent on spotless 
cleanliness, and in her home she insisted that things be just so. She is definite in her 
opinions and hard to budge when she has made up her mind. She makes friends 
easily but has little time to give them, she is so absorbed in her home. 

In the Clinie she appeared usually cheerful but at times apprehensive, especially 
when she had the pains or was mulling over the status of things at home. She worried 
about her chances for going to sleep at night, and the sleep suffered because of her 
inability to let go and submit to sleep, rather chasing it. The complaints noted above 
varied with her worries over husband and child and her own general condition, with 
a decided tendency to improvement with the support of the ward regime. The in- 
tellectual assets were adequate, She was most cooperative, rather submissive and did 
everything suggested for her welfare. 

Both she and her husband gained much poise through her hospital experience and 
readily consented to the boy’s going away to camp just before her discharge. In 
anticipation of her discharge there was a slump in her condition with a reappearance 
of her symptoms which then subsided without special treatment. 


ye 
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She was given only a single dose of sedative in the first week of her stay, and 
white oil for the constipation. The diet was the usual hospital amplified diet. Her 
general condition was excellent on discharge. 

In 1938 she was said by her hushand to be in excellent condition, without com 
plaint. She had joined the Christian Science church shortly after her discharge. (Note 
that another member of the family was treated for depression in a Christian Science 
home.) 1 


Comment.—Hypochondriacal invalidism arising in a constitutionally 
timid, overconscientious woman married to an older man of similar 
make-up, with unexpected pregnancy and the eare of the child. Much 
inadequate medical treatment leading to greater health concern, and 
an increase in her symptoms. In contrast to the previous case, this pa- 
tient gained much poise from a few months in hospital (she had never 
been separated but four days from the boy before). So also did her 
husband. It seems likely that the specific help given here in relaxation, 
together with the practical demonstration that things worked well in th: 
home without her overconscientious care gave her a certain control ove: 
her own anxiety and the resulting physiological concern. The flight to 
Christian Science doubtless served to bolster her determination to b: 
done with health concern and physicians at whose hands she had suffered 
much and received little enough. 

Psychoneurotie hypochondriasis is to be distinguished from a variety o: 
paranoid reaetion (see Chapter VII, Part II) with presenting complaints 
of an hypochondriacal sort, masking a rigid delusional system, and a hostile, 
intransigent attitude to physicians, at whose hands the patient feels he 
suffers for what they have or have not done to’ alleviate the faneied dis- 
order. This eondition is more common than is generally known. Plastic 
surgeons should especially be aware of this. The French literature refers 
to this type of hypochondriacal paranoia as nosomania. 

d. Anxiety States are characterized by the psychobiological and physi- 
ological aspects of anxiety: anxious antieipation of disasters, death, in- 
sanity, the unknown dangers, collapse, ete.—with tachycardia, palpita- 
tion, shortness of breath, weakness in the extremities, faint feelings, 
dizziness, unsteadiness in gait, vasomotor skin reactions with hot and 
cold sensations, dry sticky mouth, difficulties in focussing as blurred 
vision, nausea, abdominal cramps, uleerlike pains, diarrhea, frequency and 
urgency of urination, sexual stimulation even to orgasm with or without 
erection, increase in basal metabolic rate, or hypertension, The condition 
may occur in discrete, rather short-lived attacks, with relative or complete 
calm between, or as a more or less persistent state. 

Predisposition to such reaction may be seen in the history of such minor 
reactions in relation to public appearance in school, to the sight of blood, 
to examination, ete. The full-fledged reaction is usually notable for the 


THE PSYCHONEUROSES 229 


lack of appreciation of causative factors. In general, anxiety states—by 
far the most common of all the merergasie reactions—occur in response to 

1) unusual and prolonged strain and responsibility, beyond that which is 
customarily borne; (2) frustrations of all sorts, especially sexual, and in 
ihe ambitions; (3) the habit of crossing bridges before coming to them; 
and (4) poorly managed, or concealed, or poorly appreciated resentments, 
hates, fears, ete. 

Early psychoanalytic teaching looked upon the anxiety state as an ‘‘ac- 
(паї neurosis,” the result of frustration in the sex expression, especially 
from coitus interruptus, and not open to psychotherapy. In cases with 
anxiety symptoms resulting from palpable psychogenic factors, the condi- 
iion has been termed ‘‘anxiety hysteria,’’ in conformity with the designa- 
iion of hysteria as а psychoneurosis (see later). Sharp distinction appears 
io be impracticable, experience pointing rather to varying balance between 
|1) lifelong constitutional factors of anticipation and specific vasovegetative 

cactibility and (2) life experience factors of a sort proper to evoke these 
reactions. 


se 7931.—Mr. В. L. P., 32, married, Russian-Jewish advertising manager, was ad- 
mitted to the Henry Phipps Psychiatrie Clinic on Dec. 22, 1937; discharged Feb. 5, 1938. 


An energetic, ambitious, driving and capable business executive in a setting of 
easing strain largely of his own making because of his perfectionism, his vanity, 
and his need for security, develops a marked state of tension punctuated by discrete 
cks of anxiety, with fear of imminent death, and with hypochondriacal concern 
id mild feelings of depression. 


The patient is the only outstanding member of a family born to Russian-Jewish 
parents living in marginal economie circumstances in New York's East Side. At an 
early age he showed unusual drive and all-round talent, and in retrospect he feels 
he dedicated himself early to the advancement of his economic, social, and intellectual 
status. He put himself through college by conducting his own dance orchestra. After 
graduation he took a menial job in a department store. His family’s derision of this 
as a sequel to college was short lived, for he started an upward career in business which 
at the age of 29 years saw him as a valued executive in a large department store with 
a salary of $9,000 a year. 

Three years after accepting this position he was foreed to enter the Clinic by а 
series of diserete attacks characterized by dizzy spells with weakness in the legs and 
feelings of terror with the desire or fear of sereaming, tightness in the head and 
throat, abdomen, and hips. The attacks completely demoralized him and made him 
feel insecure concerning his well-laid plans for the future, interfering with his work 
and bringing in their train depressive feelings, weight loss of 20 pounds in three 
months, and poor sleep. 

The apparent successful realization of this young man’s ambition, on closer in- 
spection, proved rather hollow and lacking in satisfaction. A willing worker, eager 
for responsibilities, he had loaded himself with them until work was never through, and 
recreational and social contacts suffered. He was always one step ahead of his em- 
ployers in the perfectionism he demanded in his job and found hard to bear the 
compromises their short-sightedness forced on him. They seemed to lack clear definition 


230 
Case #7931 


Name: Мг. B. L. P. 


Hemeprry: Father (76) irritable, indecisive, 
Mother (74) ambitious, 


YEAR: 


8 chicken 


1910 


1920 


driving, tense, apprehensive, worrying, 
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not ambitious, iy pochondriacal, shy, reserved. 


outgoing, dissatisfied. 


Виктнрлу: April 18, 1905 


Walked at 14 months. Talked at 10-12 months. 


Afraid of thunder — Mother and patient stand in dark 
corner in storms. 


Afraid of ed == — associated with fear that mother 

cat m tenement fire which occurred while she was 
Afraid of dog - janitor "sicced" dog on patient. Patient 
once out in rain for hours because afraid to go 
past dog in doorway - got ?rheumatic polyarthritis. 


Symptoms of fear - crying, shaking in dark corner. 
Started school. Very good work. Knew work done by 
sisters 8 and 10 years older. 


le school - 8 years in 6. 
joyed work. Enjoyed games. 
At Scout сапр. First time away from home alone. | En- 
i» self, but got 9.1. upsets and fin: had 
(d eli rew days early. Lost lO lbs. Went only 
after much argument with mother. 


Graduated from 
Many friends. 


Graduated from high school. 

Many clubs. Orchestra. Band. 

High in class. Mother made him. 

Refuse scholarship - too far aways 
Through college on scholarships. Work easy. 
Leader in clubs, dramatics, band, orchestra. 


Popular, happy-go-lucky. 
са own orchestra and never made less than 


$40-50 kly - апа sp! nt it. 


Oraduated from college. 


Fig. 33.—Life Chart, Case 7931. 


lye 


outs, 
4 


37 


38 
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Didn't get expected salary 
UXOR Cance даза 
to be "nervous dyspepsia". 
йт еы ае tn 

rigidity day afte 
mucous resection. 


to rise. ft after fight 


Drummer in beer house 
orchestra. 


utable department store вз 
advertising manager 

Left after wife criei 
atient so run down and зо 
ittle home. 


nonths, twins. 
to assistant 
manager wit! 
$70-120/weel 
4 others. 

of time for amusements; 
always on the go; got 
on very well with woman 
advertising manager. 


riage Novenbegy 
1 
1 
П 
1 
| 


Daughter born моз, 


Gri] Janua: 1931. 
E" weeks. V asini 
geb D 

былш ae 
doctors; dizziness; aj 
prehensive; lost ‘43 lbs. 
weight. Slowly in- 
proved. Well, 1933. 


Finally accepts second 
offer as woman too good 
for him to rise there. 


n born 

т Advertising manager at 
$8,000/year plus bonus. 
Work very good; firm 
pleased. 


New assistant push- 
ing, capable, dis- 
agrees much. 


Fig. 33 (Continued).—Life chart, Case 7931. 


of poliey, and he found himself trying to please discordant elements. Against every- 
one's ndviee he had pushed the appointment of a woman assistant who quiekly proved 
herself a person to be feared in her aggressiveness. While he discounted its likelihood, 
he gave some consideration to his displacement by her. 

He had the conception that his business was a ‘‘young man's game,’’ and it there- 
fore behooved him to solidify his future security in the few years left to him for 
active work. Accordingly he had taken out insurance with annual premiums amount- 
ing to 25 per cent of his salary. Every minor physical ailment appeared as a vital 
threat to his earning capacity, and for several years his annual outlay for medical 
service for himself and the family had been $750.00. He consulted specialists always 
and found their reassurance costly, but worth the money to him in underwriting his 
ambitious program. 

He contributed liberally to his own family, and the series of attacks were imme- 
diately preceded by additional responsibilities for them: financial, making funeral 
arrangements for a brother-in-law, caring for the emotionally overwrought sister. 

The home situation he regarded as good, but this was a judgment relative to other 
things, and not fixed, as will appear later. 


Worked very hard in disrep- 


75/week. 
because 94 


Liked it; plenty 


From errand boy to head proof 21 
reader ($22/week). Liked work 
ut too 48. an organization 

е 
about error in work of which 22 
patient was wrongly accused. 


33 


26 
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The patient had had similar episodes before, beginning in 1925 with his first job 
out of college, when, passed over in a general raise in pay, he spent the day depressed 
and angry, ate little, and when working overtime at might suddenly felt his arms and 
legs become rigid and twist inward; he fell to the floor. The hospital emergency 
station called it ‘‘nervous dyspepsia,”’ and the next day he was discharged. He 
got the raise that day. 

A similar attack occurred in 1926 after a submucous resection. There was momen 
tary loss of consciousness. It was attributed to heavy medication. + 

Early in 1931 after an attack of ‘‘grippe’’ which kept him in bed ten days, he 
returned to work four days later against advice, and developed nausea and diarrhea 
which cleared with treatment. Shortly thereafter the nausea and diarrhea returned. 
He became apprehensive over his condition, went to numerous physicians and had every 
sort of examination. He lost 40 pounds in four months, stayed home in bed for 
nine weeks, and finally began to have dizzy spells. He was anxious throughout cov 
cerning his future security. A new physician, toward the end of the year, stoppet 
all medication and urged him steadily back to work and social activities. He im 
proved on this regime, although until 1933 the nausea and vomiting recurred in spells 
with any undue business or domestic stress. 

Other difficulties have added to his lack of ease and security: 

His wife had not responded as passionately to his sexual advances as he woul! 
wish. From early adult life he has had a considerable sex drive and has overestimate 
it, he feels now, because of the early suggestions from the conversations with oth 
boys. He is devoted to his wife, and fonder of her than of the children. He is aware 
of the many opportunities for sexual adventuring offered him in the course of hi: 
business, but never is attracted. He wonders sometimes if he satisfies his wife au‘ 
is at times jealous of her. 

His mother-in-law has always lived with them, and her interference with the manage 
ment of the children has annoyed him. The children are normal, if somewhat spoiled 
by their grandmother. The patient and his wife try to present a united front in their 
сате. 

The patient’s habits are good, but he feels uneasy in the social eirele of his em 
ployers (German-Jewish) and prefers a quiet life with few intimates where things 
are more spontaneous. He quickly dropped a club membership as of no use to him. 

The patient is described as usually calm, even tempered and jolly. As a child 
he feared darkness, thunder, red sky, and dogs, He was attached to, and dependent on, 
his mother who also feared storms. He married against his mother’s wishes as а 
final act in declaring his independence. He is as dependent on his wife as previously 
he had been on his mother. He was happy under a woman superior for years, leaving 
only because he felt he would never be able to rise above her. He chose a woman 
assistant in his present job, and reacted to her aggressiveness with tension. 

He has kept up his interest in music. He has a woodworking shop, where lately 
the fun of doing things has been displaced by a restless urge to keep busy. 

In his business he is talented, self-confident, exacting, conscientious, perfectionistic, 
a good organizer, a hard driver, very sensitive to the opinions of others, and sullen 
under criticism. Health concern, as noted, is great and related to his unusual drive 
to guarantee the future. 

The father, 76 years of age, barely earned a living. He was mild, unambitious, 
easily upset, and given to worry; shy, reserved, and undemonstrative, very hypochon- 
driacal; strictly orthodox. The mother, 74, is outgoing, affectionate, driving, and 
ambitious. She always thought her husband should have made more money and 
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had high ambitions for the patient, yet usually remarked at the beginning of each of 
his new jobs, “Ро you think you will be able to do this??? One sister, 43, is excitable, 
hot-tempered, ambitious, and intelligent, with frequent short periods of depression 
lasting a week or two. Another sister, 40, is calm, easy going, plodding, unintelligent, 
dominated by the mother. She never married because the mother never found a man 
‘worthy of so great a beauty." The patient resembles his mother in appearance 
and temperament. 

The patient gave an intelligent account of himself, pointing out with considerable 
acumen the sources of strain, His mood was one of anxiety over his present status 
and the future with mild depression, The sensorium and intellectual resources were 
excellent. The physical status showed a young man of athletic habitus, 19 pounds 
under his usual weight, with warm moist skin, labile pulse, 72 to 110, and blood 
pressure 110/80 to 136/86. The basal metabolic rate was -5. Sugar tolerance test 
on Jan. 4, 1938, showed a normal eurve with a rise from 111 mg. per cent to 160 mg. 
per cent one hour after the ingestion of 50 gm. of glucose, and a fall to 96 mg. 
per cent at 3 hours. 

The patient accepted reassurance concerning his physical status with gratitude and 
some conviction, but every day brought new physical sensations which demanded new 
reassuranees, until it was pointed out that they all stemmed from the same source, 
his anxiety. The patient did not lack for intelligent curiosity regarding his life 
situation and gave the impression of ‘‘knowing all the answers," but he assumed 
little responsibility for putting them into actual use in his life. However, much 
progress was achieved in the Clinic, and this has proceeded since his discharge, with 
fewer therapeutic contacts necessary, and a growing solidarity of his sense of personal 
security based. on a thoroughgoing understanding of his assets and liabilities and a 
better. balance between them. 


Comment.—The outstanding reaction is anxiety in regard to the follow- 
.ing topies: his business life, health, sexual adjustment, the esteem of 
others, financial status especially for the future, the management of the 
children. Clearly this anxiety had early beginnings in his close affiliation 
with his mother, an anxious, ambitious woman who kept her children de- 
pendent on her, and in a reaction (following his mother’s lead) to their 
poverty in developing an unusual drive for success. He has exhibited 
for years a dearth of resting points of satisfaction, potential ones being 
always destroyed in his own perfectionistic, eager craving for more re- 
sponsibility and the tangible if somewhat bitter fruits of success. 

A practical sorting out of issues in the case would eall for a separation 
of the more and the less obvious causes of anxiety. The more obvious ones 
concerned with the actual business and financial situation all appeared to 
have a certain legitimate foundation until viewed more closely in the light 
of the patient’s lifelong personality traits. The less obvious factors in his 
attitude to his wife (and other women) furnished a rather constant source 
of anxiety less easily dissipated, but yielding steadily to treatment by per- 
sonality understanding as a developmental outgrowth of early experience, 

Specifically he feels better, more optimistic, is working well, meeting 
his problems with a cool balanced judgment, shows only occasional minor 
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physical concern, and feels more at ease with the actual status of the 
sexual adjustment with his wife. 


Case 5756,—Mr. С. К. E., Jr., aged 21 years, single, no occupation, Methodist, wa 
admitted to the Henry Phipps Psychiatric Clinic on Noy. 1, 1929; discharged Marcii 
2, 1930. 


Choking, giddiness, dyspnea, tachycardia, tremulousness of four years’ duration, 
insidious onset, and gradually growing worse, forcing the patient to progressive 
limitation of his field of activity. -Fears of being poisoned, and panic states with 
hallucinations when pushed. Improvement when allowed to live under low leve! 
demands, 


The patient was brought to the Clinic by his mother, complaining of choking sens: 
tions in the throat, which he constantly tried to overcome by swallowing and by wew 
ing the collar unfastened, of feeling giddy and unsteady, of trembling and of coarse 
jerking of the thigh and trunk muscles, of distention and abdominal discomfort, «f 
dyspnea and tachycardia on the slightest exertion, of dimness of vision, of clammy 
cold feet and hands, of difficulty in swallowing, of fluids going up through the nose 
on swallowing, of anorexia, and of a constant state of expectant anxiousness a! 
disquiet. 

The onset was insidious when he finished high school and took a job as messeng' 
in a department store. He soon developed headaches which in a few weeks sett 
down to a dull constant ache, and he began to feel upset in crowds, The hurry and 
bustle of the store upset him, and he disliked the work. Then came ‘‘fear’’ in 
attacks, when in street cars, so that he had to give up riding to work in them and 
be driven to work by his brother, Six months after taking the job he had to give it up. 

He remained home and began to do odd jobs, mending radio sets and doing a little 
painting. In spite of the reduction in his work the symptoms progressed unti) u 
year before admission he could do no work of any sort, merely sat about the house, 
unable, because of nervousness and fatigue, to walk more than 100 yards and un- 
willing to sit at table lest he spill food because of the tremor. 

He was always a quiet, uninterested, nonaggressive boy, never getting into any 
kind of trouble at school or elsewhere. He had friends and mixed fairly well, but was 
always a little nervous and sensitive and without much drive or tenacity. There were 
no clearly neurotic traits such as nail-biting, night terrors, etc., as а child, and his 
health was good. Masturbation was practiced infrequently for the past two years 
with considerable relief of tension and subsequent remorse, but he did not connect 
this practice in any way with his present difficulty. His school work was satisfactory. 

The family history was not very illuminating. The father was 71 years of age, and 
of a worrying disposition, The mother had had an apoplectic stroke four years 
previously, from which she has recovered. (The temporal coincidence of this event 
and of the onset of the patient’s illness may possibly be of importance, but nothing 
further was learned concerning it.) 

On admission the patient presented the picture of extreme anxiety. He feared 
the examiner, rubbed his nose, his hair, belehed, grunted, swallowed; the face 
twitched, and he shook all over; the thighs were suddenly addueted and then abducted; 
he pulled forcibly at the wide open collar as if he were choking, jumped up from his 
chair, declared he was suffocating and made for the window. The mood statement was 
of ‘‘unhappiness’’ concerning his condition, and he looked exceedingly tense and 
afraid, The Binet-Simon test gave him a mental age of 16 years, and the general 
mental status examination disclosed only nameless fear and anxiety, without special 


topics. 
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The pupils were widely dilated; the eyes showed coarse irregular nystagmoid jerks; 
the tendon reflexes were all exaggerated; the heart beat forcibly; the blood pressure 
was 130/60; and the pulse was 88 per minute. The patient’s cooperation was too poor 
for a satisfactory test of the basal metabolic rate. The skin resistance was very low, 
indicating great tension. Thyroid disturbance seemed ruled out by the length of the 
disorder. There was a mild leukocytosis of 10,250 with 74 per cent polymorphonuclears, 
and the red blood count was 4,440,000, with 85 per cent hemoglobin. A trace of 
albumin was found consistently in the urine. The initial temperature was 100.2° F. 
(rectal), His weight was 108 pounds. 

In hospital he made slow but steady progress in his condition, with a gradual sub- 
sidence of the extreme anxiety, and a willingness to make increasing effort in socializa- 
tion and occupational employment. The mood improved, although he always remained 
apprehensive and each new move demanded several attempts over a number of days 
for its completion. The temperature fell to a maximum of 99° F. (rectal) after the 
first two weeks, in which time it had gone occasionally to 99.8° to 100.2° F. Тһе pulse 
dropped to an average of 84, and in the last day of his stay to 78 per minute. The 
weight dropped from 108 pounds to 101 in the first 2 weeks and then rose steadily to 
112 pounds on discharge. He was able to wear his collar buttoned and the tie tied. 
He took considerable interest in basketry and determined to pursue it when he left. 

During his stay no content material of any sort was discovered. The patient could 
offer no information explanatory for his trouble, and treatment was reduced to reassur- 
ance and encouragement to more activity of a sort to combat the ingrowing tendencies. 

Upon discharge he did rather well, made and sold baskets, and enlarged his radio 
repair work, but for the most part worked at home. He rarely went beyond a few 
blocks from the house, had a few boy and girl friends, and occasionally played golf. 
ite disliked riding street ears and climbing to a roof to do repair work. He no longer 
sat brooding about the house and did not complain of his throat’s being dry. His mood 
was cheerful, he ate and slept well and was irritable if crossed. He disliked being 
alone. ? 

This improved condition persisted to August, 1938, when he returned to the Henry 
Phipps Psychiatrie Dispensary in a panicky condition, abjectly terrified, and with 
auditory hallucinations of a rather vague sort. He was committed to a private hospital 
for mental disease on Aug. 3, 1938. While there he presented much the same appear- 
ance as he had in 1929-30, with the addition of several new features: (1) marked 
concern for his health; (2) a markedly egocentric preoccupation, with an apathetic, 
tired expression; (3) auditory hallucinations of a frightening sort, suying Е.... 
to the end of the world?'; (4) olfactory illusions, the food not tasting right; (5) de- 
realization (unreality) features; the shapes of doors, etc., seemed changed. The pa- 
tient said, «Т can’t think as clearly now as I could before . . . I think if I were better 
physically, I could see that the voices and other ideas are foolish. I did so before.’’ 
(Whether this referred to hallucinations while at this Clinic in 1929-30 is not known.) 
After the end of August, 1938, he improved greatly, read spontaneously, went.for walks, 
and was sociable. He continued, even at his best, to complain of aches and pains and 
felt he might be suffering from all sorts of illnesses, especially blood poisoning. 

He was discharged on Noy. 11, 1938, and since then has continued to improve and 
has returned to his usual regimen of life—living with his aged father and working 
with radios—and has not shown any acute panic reactions. 


Comment.—The case shows years of anxiety of insidious onset, with little 
or no obvious precipitating factors, punctuated by acute panic episodes, 
in some of which hallucinations, ideas of reference, suspicions, and hypo- 
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chondriacal concern (of a fearful nature) were prominent. "The apparent 
dearth of content no doubt was in part due to a failure to establish ade- 
quate rapport, but also likely due to factors unknown to the patient him- 
self. The reaction arose with the first demand for life responsibility im a 
timid, unaggressive boy, the youngest in the family, and the onset eoin- 
cided with his mother's apoplectic stroke. An easy proteeted life has 
enabled him to remain outside hospital for eight years, except for a brief 
period. 

The ease stands in contrast to the previous one in the relative importance 
(as far as can be seen) of eonstitutional faetors as opposed to psychogenic 
factors. 

e. Phobic Reactions — When the anxiety becomes attached to specific oh- 
jects, people, or situations, there develop avoidance reactions in an obvi 
ous effort to reduce the discomfort. These are the phobias, and the mu! 
tiplicity of Greek names of varieties of the reaction attests to its histo: 
ieal interest. Thus agoraphobia—fear of open spaces; claustrophobia 
fear of closed spaces; misophobia—fear of dirt, ete. 

The attachment of the anxiety to a specific environmental item may 
have a symbolie value which generally is not appreciated by the patient, 
or it may come about through simple chance association of the anxiety 
feelings in time and space with the chosen item, As a consequence ої 
this channeling of the anxiety, ће patient may feel himself in relative 
control of his disorder through the simple expedient of avoiding the 
apparent precipitating situations. The defect in this arrangement is that 
it represents a restrictive crippling of the patient's activity, and the 
trouble generally tends to spread and so to include more and more re- 
strietions, since the original defense against anxiety of internal origin 
was, of eourse, psyehologieally inadequate. The victim appreciates the 
fact that the specific fear is an unreasonable one but is unable thereby 
to gain any ascendency over it. In this sense, the phobia is like an ob- 
session or compulsion (indeed, there is a strong compulsion to avoid the 
item). Phobie reactions stand nosologically between classical anxiety states 
and obsessive reaetions and partake of the charaeter of each. 


Mr. C. L., aged 45 years, married, businessman. 


Fear of the summer sun and, secondarily, of crowds, and excitement, with accom- 
panying feelings of scare, exhaustion, tightness of the throat, of nine years’ stand- 
ing. The special fixation was taken over bodily from the remark of a hospital in- 
terne. The reaction was related to a difficult post-divorce situation with the ex-wife. 
Resolution of the phobia in three months’ treatment. 


This patient came for consultation complaining that, since an attack of ‘cheat pros- 
tration’? nine years previously, he had had violent reactions to the summer sun, charac- 
terized by palpitation, tachycardia, exhaustion, sensation of tightness about the throat, 
and scare. Long ago, this recurring unpleasant experience had led him to stay away 
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‘vom his place of business in summer. In fact, he was afraid to drive in his car toward 
Baltimore (the seat of his business), and had all summer long remained at his country 
place, and avoided all excitement. Secondarily he became afraid of crowds, as in 
restaurants. 


He felt that the original attack, coming on as he finished a job in hot, close quar- 
‘ers in the summer, and with which he had fainted and was taken to hospital, had left 
him abnormally sensitive to heat, The interne at the hospital had on meager evidence 
valled the attack ‘‘heat prostration'? and the term had stuck with him. 

Actually, it apparently was a severe anxiety attack, with marked vasomotor reactions, 
avising in a setting of marital discord as follows: 

He had been married several years before, apparently out of loneliness, to a rather 
slamorous woman, with whom he almost immediately felt himself out of step. She was 
pictured by him as grasping, possessive, uninterested in him. Her tempers were severe, 
and directed toward him. The only satisfactory aspect was the sexual adjustment. 
There were no children. He was divorced after ten years, and remarried two years 
li This marriage was most satisfactory from every aspect, but their happiness was 
ured by the recurring legal attacks on him by his first wife. These regularly recurred 
every summer, and he was involved in efforts to appease her when the original anxiety 
«аск occurred. 

1t had not escaped him that his fear of the summer heat was peculiar, to say the 
lenst, for, while avoiding the drive to the hot city, he would spend the day in his garden, 
^atless and exposed to the same sun. 


"he past record otherwise was not illuminating. 

We was an aggressive and successful businessman, with a quiet manner, breathing 
confidence in his technical equipment. Yet his experience with women was paltry and 
his first wife was almost the first woman he had been interested in, Toward her he was 
ambivalent: he wanted to make a go of the marriage even when he felt it completely 
impossible, and, while he was constantly hurt by her attacks, he attempted to appease 
her rather than to fight back. 

He had hoped the divorce would end this state, only to find himself having to continue 
to appease her with offers of further monetary settlements, ete. 

He was an intelligent man who cooperated well in treatment and had a sense for the 
importance of the setting in his reaction, Ina three-month period devoted to thorough 
exploration of the facts of the history and the development of a plan for meeting in a 
more adequate and final fashion the latest legal onslaught of his ex-wife, the nine-year- 
old phobie reaction disappeared. He has remained well to date (three years later). 

f. Obsessive-Compulsive-Ruminative-Tension State (Psychasthenia of 
Janet).—These are insistent ideas, thoughts, words, or actions which may 
not be voluntarily controlled and demand reiteration in order to ease the 
feeling of tension. These reactions may be of mild or very severe degree. 

The reaction commonly begins in early adult life, but generally can 
be shown to have had childhood precursors, either in the presence of 
obsessions and compulsions which later dropped out, or in the presence 
of rather definite personality traits furnishing fertile soil for the later 
development under appropriate life experiences of the full-fledged reac- 
tion. These traits are: overconscientiousness, overserupulousness, cleanli- 
ness, cautiousness, especially in the handling of money, indecisiveness, a 
need for authority coupled with an inability to accept it, and not infre- 
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quently a definite hostility to the environment which finds expression 
either with aggressive efforts at control, or with more submissive stubborn 
ness, depressive feelings, and self-pity. 

The reaction may be in pure culture, or tending to the paranoid de- 
velopment in aggressive personalities or allied with depression in the sub- 
missive types. It has been called **abortive paranoia” in reference to 
the tendency to projection and hostility when the repetitive activity is 
interfered with by the environment. 

The reaction is not infrequently accompanied by the neurasthenie syn- 
drome. Especially is this the case when the patient is a vietim of patho- 
logie indecision and doubt. The inability to reach the goal of clean-cut 
decisive action is accompanied by a subjective sense of fatigue. The 
same feeling, however, is also noted after futile attempts to control the 
phenomena by voluntary effort. 

Janet who gave remarkably vivid descriptions of many varieties of the 
condition called it ‘‘psychasthenia,’’ so contrasting it with Beard 's 
neurasthenia, as a ‘‘weakness of the mind." Janet postulated mental 
activity as taking place at several levels of ‘‘psychological tension, ' 
ranging from the highest represented by logical reasoning to the lowest 
present in sleep and dreams. The obsessive-compulsive phenomena were 
the evidence of mental activity at a lower level of psychological tension. 
Such a static system served no purpose other than the orderly arrange 
ment of observed facts. How the tension was raised or lowered remained 
something rather vague. 

Psychoanalytie teaching sees in the reaction (1) the constitutional 
factor of personality development fixed at the anal-erotie stage, the per- 
sonality traits listed above being those described for the anal-erotic charac- 
ter, and (2) the plastic reaction as a compromise between the demands of 
the id (sexual instincts) and the superego (conscience) in which the ego 
plays a part filled with duplicity and guile, the reaction representing a 
partial fulfillment of the id’s demands plus symbolic activity designed to 
placate the superego. 

Psychoanalysis accepts the reaction as a true psychoneurosis (in eon- 
trast to neurasthenia and anxiety states as actual neuroses) and has 
claimed that the psyehoanalytie method is eminently (if not exclusively) 
fitted for its understanding and treatment. 

Experience shows that in some cases the dynamics of the reaction are 
glaringly obvious as a poor compromise, permitting unacceptable activity 
by exacting continual toll in symbolic sacrifice. In other cases, however, 
one gains the impression of a slump into the characteristic behavior 
through insufficient tenacity in the use of more effective modes of per- 
formance. At times the obsessive phenomena are difficultly differentiated 
from recurrent daydreams or reveries perhaps voluntarily indulged until 
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they have pecome habitual; and from delusional ideas of a dominant and 
persistent type which determine corresponding overt perfomance. The 
differentiation is best made by the recognition of the phenomena as auto- 
psychice in origin, yet at the same time as imposed against the victim’s own 
wishes. 

It has been pointed out that the thinking processes which allow or justify 
such a reaction have a strong likeness to magical concepts, in which affec- 
tive or instinctual needs achieve their ends by overruling logical thinking 
processes. 

Repetitive activity is practically universal among small children. It is 
every parent’s lot to have to endure a succession of performances each of 
whieh in turn is ‘‘ridden to death’’ by the youngster. There is no doubt 
ihat the child derives some inner gratification from such repetition. 
Equally well known is the **just во?” attitude in children which will have 
по traffic with even the slightest modification in the recital of familiar 
stories, The question of importance is: What factors determine the fixa- 
‘ion of these and other like tendencies to such a degree as to lead later to 
the profound distress of the obsessive-compulsive reaction ? 


Similarly, conscientiousness, serupulousness, caution, cleanliness, and a 
quality of decision which weighs all alternatives are personally and so- 
cially valuable traits to possess. What factors tend to bring about their 
pathologieal growth and fixation ? 

The most potent factor in the development of strong tendency to fixation 
and overevaluation of the obsessive character traits appears to be the 
example of the parent, who not infrequently can be shown to have strong 
tendencies of a like sort and who has forced such behavior on the child in 
his most erucial formative years, up to 5 or 6. Whether hereditary factors 
as such play a réle is not known. 


Case 6540.—Miss L. S., 24, college student, Congregational, was admitted to the 
Henry Phipps Psychiatrie Clinic on Aug. 10, 1932; discharged Noy. 16, 1932. 


Excessive handwashing beginning in second year college, 1926, Obsessive concern 
over the ‘‘honor system,’’ crying spells, worry over her work, forced retirement. 
Frequent bathing and use of toilet. In 1930 diarrhea with anxiety symptoms checked 
by bismuth. Finally after dance cried, secluded self, spoke of having glass on her- 
self, and of fear of harming others. In two hospitals till June, 1932, with little or 
no improvement with habit training. Much masturbation and mutual masturbation 
since childhood, and ‘‘tongue kissing,’’ with guilt feelings; fear of sex relations; 
handwashing as reaction to masturbation, and fear of glass in setting of heterosexual 
arousals. Dependent on parents and physician, little initiative, timid, overly con- 
scientious in regard to some things, inconsiderate in others. 


The patient, a 24-year-old college student, was brought to the Clinie by her parents 
after two years? residence in two hospitals for obsessive fears and handwashing, seclu- 
siveness, and inability to continue her schooling, The onset was in her second year 
at college, where in a setting of ‘ confusion’? (noise, and lack of regularity of living) 
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in the sorority house, she found herself repeatedly reading the texts and having diff 
eulty satisfying herself that she understood properly. Then began excessive han 

washing. She worried excessively about her sincerity regarding the honor system 
She became ‘‘nervous,”” worried about her school work, cried, slept poorly, and losi 
weight. She did not return to school after the Christmas holidays. There was note 

an inereasing urge to bathe frequently, and she used the toilet for defecation more 
often. Diarrhea oceurred when she was excited, on the point of having a date, ct 

In the fall (1927) she returned to college and did well with great effort. 

In 1928 the patient became upset again and had erying spells, and in February, after 
the first semester, the parents were advised to keep her home. Gradually all activity 
became a great effort except social engagements with young people to which she 
responded better and which she enjoyed. Her mother noted that when she and he: 
boy friend were on good terms her obsessions decreased, and the converse held true, also. 

In 1930 the handwashing increased. The patient seemed to feel she had something 
on her hands. She used it as an excuse for avoiding dates with unattractive men, it 
inereased during the menses and with small disappointments and frictions. 

In 1931 all symptoms became worse. In February she made a supreme effort to 
attend a house party at a nearby city. On her return she seemed happy. One werk 
later she broke down, eried, refused to eat, said she could do nothing, and withdrew 
socially. She began to speak of having glass on her and of being afraid of doing harm 
to others, She was placed in two hospitals in quick succession, remaining at the lat’ 
from July, 1931, to June, 1932. On a program designed to limit the opportunity «> 
practicing the handwashing and to interest her in activity, she improved until she wis 
discovered in a clandestine love affair with another patient, an alcoholic. This was 
stopped, and she balked at further effort, rapidly became worse, and finally was taken 
home, coming shortly after to this Clinic on Aug. 10, 1932. In Clinic the physica! 
status was excellent, she slept well, and maintained a normal weight. 

Investigations disclosed that the handwashing urge had first developed in direct 
relation to childhood and adolescent masturbation (lone and mutual), which had con- 
tinued in college. She had a great sexual curiosity and a great feeling of guilt about 
any efforts to satisfy it. The surge of compulsive handwashing appeared in college in 
a setting of efforts at emancipation from home and attempts to meet competitive 
scholastic demands. The obsessive ideas concerning glass arose in relation to her 
first strong heterosexual stirrings, with ‘tongue kissing,’’ much petting, and local 
genital sensations. She was vastly intrigued by, but also guilty over, these indulgences. 
The fear of glass being on her first appeared when in a petting episode at the house 
party she broke a string of pearls and wondered what she would tell her mother about it. 

She was superficially anxious to marry, but feared the sex implications of marriage. 
She eame to fear that glass would be swallowed (relation to ‘‘tongue kissing?) with 
food, pass through the intestines, їп some way get into the vagina, and injure her part- 
us in intereourse. Spells of diarrhea developed with concern over ‘infection’? with 
glass. 

She was a petted and pampered only ehild who felt her father always understood 
her best. Her mother was too like her, metieulous and fearful, but by contrast also 
aggressive. The father was quiet, submissive, gave in to his wife, who disapproved of 
his slovenly manners and lack of initiative. He kept annoying things from the pa 
tient, and her mother made her decisions. As a little child she never allowed her hands 
to be dirtied, was ‘‘too good,’’ always wanted to be entertained, and had no well-defined 
interests. She was stubborn and rebellious if crossed. She enjoyed social contacts and 
was socially ambitious. 


Case #6540 


Miss 1. S. 


Paternal granduother over-conscientious, solicitous. 
Paternal uncle hypochondriacal, over-conscientious, fears. 
Mother over-solicitious of patient, spoiled her; worrier. 
Father spoiled patient. 


Birth normal. 


Developaent nornal. 


No serious illness No neurotic traits. 


Great sex curiosity Guilt feelings over 


sex curiosity and 
over masturbation 
and mutual masturbation. 
Felt "different" 
ў from other people 
Jiutjal masturbation | | for having sex 
Wi thoughts end 
| curiosity. 
Handwashing began 
in effort to get 
clean after 
| masturbation. 


Masturbation 


Menstruation. 
Frightened. 


Bintnpay: 2/4/1908 


Ayr. 


Fear of punishuent 
for masturbation. 
Fear of contamina- 
tion of otners 
land so harming 
them. 


High, school. 19 
Masturbation 14 
bei Did rei, 
oven-con- 15 
scidntious 
with studies. 
16 
College, 
First hetbrosexual i gj Hendwashing marked. eus 17 
"Bathroom episodes." RRL 
Bothered by confusion after Xmas. jg 
at þchool. Fears of 
conþamination (feces) College 
Progressive withdrawal 49 
froh activity. Fears 
of breaking glass doors. 
20 
21 
Irritability, uncooperativeness. 
22 
peers of eating glass and herning self: 1950 
Sanitarium Megch 25, . 8, 
Infatuati дой? 16, 1921; / werk, 1991 2° 
alcoholic E Mental hospital July 19, 1931. — pisrrhea* 
ce guo June 18, 1932. Fears of contaminating, ол 


Upset when he became AME - Aug. 10, 19: 
engaged to another -M- I - E - лв. 1, 
g 


32. Others and hurting them 


with glass ison 
25 
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Her menstrual history was normal. She had had two love affairs, one with the boy 
with whom she attended the house party, and one with the aleoholie patient. 

She was intelligent and did good work through high school and her first year in 
college. She drank and smoked little. 

The paternal grandmother was overly conscientious and solicitous. A paternal uncle 
was hypochondriacal, feared glass, and refused to drink out of chipped tumblers. 

In the Clinic she displayed a tenacious urge to handwashing and stubborn, as she 
realized, groundless fears, which yielded in their paralyzing influence on her useful 
overt activity and in their discouraging and depressing effects on her spirits through 
the medium of the modicum of understanding of their origins, as noted above. That 
the handwashing originally served in a substitutive capacity to protect her against dis- 
covery in her childhood sex adventures is certain. Also the glass fear was a less clear 
substitution whose obvious meaning was a protection against adult heterosexual experi 
ence as an acceptable fact in her life. With these basic faets established, she became 
willing to venture more widely into résponsible adult activity, left the Clinic, worked 
downtown, took special courses in college, but always with a timid, unaggressive manner, 
showing a minimum of initiative; she was little impressed by the fact of her own 
success. She lost the desire she had always had to return home but was too content to 
accept the support of her family for her comfort and with too little responsibility i 
regard to expenditures. She saw no reason why she should not accept the trip to Europo 
proposed by her doting parents in gratitude for her practical recovery, but finally she 
refused because of therapeutic insistence that she face the responsibilities of her life 

She returned home, suddenly married, and had a child. The husband proved to be 
something of a floater, and they returned to live with her parents, she striving to mak 
him have more sense of responsibility to his family (!). 


Comment,—The obsessive fears of glass and compulsive handwashing 
arose as substitutive reactions in settings of sexual adventuring and guilt 
thereover. While all the details were not elicited, enough was learned to 
reveal the tragedy of a poor emancipation from parents in a spoiled, timid, 
dependent girl, devoid of compelling interests except that of being enter- 
tained. While the sex difficulty was the central issue immediately related 
to the content, the more general issue was one of finding the security of 
personal ideals and satisfactions away from the protection of parents. ‘The 
actual disorder which brought the patient to Clinic appeared as a poor 
device to protect the patient from, and to prevent effective effort at, living. 
on a mature level. Even with marriage, her impulsive choice led to a 
continuation of parental protection, but she was able to shift to her hus- 
band the onus of her guilt feelings regarding her own lack of adult re- 
sponsibility. 

Treatment and incomplete understanding brought some symptomatic 
relief, which encouraged her to divest herself of more of her self-recrimi- 
nations through marriage. 


The final upshot must await the future. 


Сави 726—Mrs. L. D., 32 years old, Methodist, was admitted to the Henry Phipps 
Psychiatric Clinic on Feb. 8, 1915; discharged May 31, 1915. 
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Compulsive handwashmg developing in a setting of years of dissatisfaction with 
the lovelessness of a marriage for money, and guilt feelings over an infatuation. 
Recovery after many years, 


The patient, a married woman of 32, came to the Clinic complaining of the compulsion 
to wash the hands, of nervousness, weakness, too rapid heartbeat, ete. 

The patient was the second of seven sisters, taken at 15 to be reared by a married, 
spoiled, childless aunt who upbraided the patient's mother as a ‘‘ fool" to have children 
and work hard.’? Under her tutelage the patient at 21 married for money. She felt 
a strong physical revulsion to her husband and could not endure his doglike attentions; 
she did not want sex relations, was frigid, and accepted with poor grace the child born 
the next year. A second pregnancy two years later was aborted because of her 
“<nervousness.’? After this sex relations ceased completely. She was continually com- 
plaining, dissatisfied, unhappy. 

Three weeks before admission to the Clinic the patient entered into an infatuation 
with her physician, of which he was unaware, although she thought he knew. At the 
same time the patient began to have to wash the hands excessively, and this ritual was 
quite elaborate on retiring for the night, and included making the husband wash his 
hands if he touched anything. She ruminated over the possibility of marrying the 
physician, broached the subject of separation to her husband, and was chagrined and 
not a little displeased to find him already considering separation from her. She could 
not bring herself to relinquish the comforts her husband’s money brought her. 

In the family are recorded alcoholism and lack of success in the father, ‘‘nervous- 
ness’? in four sisters, and death possibly from suicide in one sister. 

The mental examination in Clinie showed a woman who was inclined to suspiciousness 
and afraid to make statements lest they be reported to her husband. The intellectual 
resources were normal. The mood was mildly depressed, She spoke of her compulsion 
to handwashing and said tersely, “І would like to be able to wash my soul clean.’” 

She improved symptomatically in Clinie but remained on the defensive and unwilling 
to accept any responsibility in her conduct. The symptoms recurred at the imminence 
of return home. 

She spent about five years in a state hospital after leaving the Clinic and, on dis- 
charge to her mother’s home, still had the compulsion and ‘‘ dilatory ways’? and a ** dis- 
agreeable disposition toward members of the family, but a stranger would detect nothing 
wrong.’? Then in 1922 she moved to another state with her husband and made great 
strides, working hard caring for a home and cooking for four or five people, In 1928 
her daughter stated the patient was doing well, oversaw her housework, went out only 
occasionally, and did not have the compulsion. 


Comment.—The handwashing developed in a woman at the time she 
began to toy with the idea of seeking love after she had married for money 
and had been dissatisfied and unhappy for years. The handwashing sym- 
bolized an effort (magical thinking) to *twash the soul clean.’’? Prolonged 
disorder, yielding gradually in late years, at first with a growth of produe- 
tive effort in her own home (away from her mother), and later with release 
from the compulsion. The tendency to deny blame and to place it else- 
where was prominent. 

g. Dissociative-Dysmnesic Disorder.—Hysteria, known since ancient 
times, is characterized (1) by a loss of function in a fashion simulating 
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loosely that due to organic neurologic disorder, as fainting or falling fits 
paralysis, anesthesia, aphasia, apraxia, agnosia, amnesia, or (2) by exces- 
sive and uncontrolled functioning, as fits of laughing or crying, convulsive 
attacks, tremors, paresthesias or dysesthesias, or fantastic confabulations 
of pseudomemories. 

The pseudoneurologie disorders exhibit internal incéusistencies proclaim- 
ing their functional nature, i.e., they follow no known structural-functional 
patterns, but proceed along the lines of what the patient conceives such 
disorders should be. For example, hysterical paralysis of the leg is easily 
differentiated from true paralysis by the absence of typical reflex altera 
tions, and by the carriage of the leg in walking, i.e., it is commonly dragged 
along without eireumduetion. Anesthesia also follows no anatomical rules 
so that for hemianesthesia, one half of each extremity may be anesthetic 
or along with a more convincing anesthesia go blindness in the homolatera! 
eye and deafness in the homolateral ear. Characteristically, the feature: 
may be shifted about topographieally by appropriate suggestion. 


Convulsive and other phenomena of excessive motility also show th 
evidences of spurious performance, The convulsion is more obviously pui 
poseful and ‘‘staged’’: The pupils react and the plantar reflexes are no! 
mal throughout. The seizure commonly has the appearance of a dramat! 
zation of erotic pleasure. It is not accompanied by incontinence or self 
harm, and it is not followed by coma. The patient can be aroused by suit 
able painful stimulation. 

These ‘‘simulations’’ of disease occur as the result of an unusual degree 
of narrowly and automatically conditioned suggestibility, either in response 
to others or self-induced. The special form taken depends, in some cases 
at least, on the life experiences which precipitate the disorder, the symp- 
toms having symbolic reference to these experiences. Freud used the term 
conversion to indicate that the libido had become transferred from its 
proper objects into physiologie display. 

The hysterical reaction shows also: 


1. A need to appear in a better light with others than the facts warrant 
(‘‘Bovarisme’’ of the French literature, after Flaubert’s tragic Madame 
Bovary). 

2. A tendency to self-dramatization. 

3. Easy suggestibility. 

4. A capacity for dissociation, i.e., certain dynamically related faets of 
experienee are kept apart from the general stream of awareness and 
recognition. This is noted in the well-known smiling and naive relation 
of the faets which to others immediately appear most ineriminating. The 
logieal and obvious associations are simply not made, with a singular 
obtuseness clearly determined by the desire to exclude anxiety. 
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5. A tendency to disorder. of memory, dysmnesia or circumscribed 
amnesia, again with the appearance of motivation. The memory disorder 
may be ameliorated by suggestion. 

The phenomena are all of a sort to be reproduced or removed by 
proper suggestion under hypnosis, or nareoanalysis. 

Hysterieal phenomena have enjoyed certain fashions in times past. 
During Charcot’s regime the convulsive seizures, paralysis, and other 
major disasters were the rule in his clinic. Such sweeping types are not 
often seen in late years, and then mostly in a setting of mental deficiency. 
Manifestations in the past few decades have been of a more subtle sort, 
with hormone-unstriped musele-viseeral rather than striped muscle-sensory 
participation, giving a superficial justification to the term “anxiety 
hysteria’? employed by the psychoanalysts. (The term is objectionable 
because it serves by contrast to emphasize the purported physiopathological 
charaeter of the anxiety neurosis.) 

Popular thinking has been swayed by the obvious gain sometimes 
achieved by the victim through the fact of his illness. The result has 
been to confuse the hysterical reaction with malingering. The differen- 
шоп rests on the voluntary character of the latter with clear aware- 
ness of the motives involved. Nevertheless the differentiation is not 
always easily achieved, especially in situations where compensation is at 
stake. (See later under Compensation Neuroses.) 

The content of the reaction is frequently sexual, with fancies of rape, 
of incest, ete., along with actual sexual frigidity. Other prominent con- 
tent deals with desires, fears of the most varied sort. 

Among the most interesting hysterical phenomena are the hysterical 
fugues, in which the patient may exist indefinitely, carry on complex 
activity, only to **awaken"' at some time unable to explain his situation. 
Sometimes in the fugue the patient seeks to establish his identity 
and his orientation. In some eases, the patient may live for long years 
as another person—the dual personalities of the medical and popular 
literature. The transient fugues are at times difficult to differentiate 
from epileptic fugues. The balance of factors for or against each must 
decide. (Sce Epilepsy, later.) As with other hysterical phenomena, 
these items may be produced and removed in hypnosis. 

An unusual variety of hysterical reaction is the hysterical delirium, 
with confusion, poor grasp and orientation, and visual, auditory, or other 
hallucinations expressive of the main topies of preoccupation. It is dif- 
ferentiated from other deliria (of a dysergasie type) by the absence of 
the general features indicative of toxic-infeetious-metabolie disorder. 

The question of hysterieal fever is of some importance. Such cases 
may be admitted in view of the literature, but the author has never seen 
an authentic case. They are undoubtedly rare. 


246 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


Case 4003.—Mr. E. R. W., aged 14 years, student, was admitted to Henry Phipps 
Psychiatric Clinie Oct. 1, 1924; discharged Oct. 31, 1924. He was readmitted Nov. 18, 
1924; and discharged Dee. 17, 1924. 


Highly suggestible schoolboy submitted in April, 1924, to hypnosis by a vaudeville 
hypnotist. Since then several instances of falling **unconscious'' and limp, of 
fugues in which he travelled considerable distances, lasting as long as 36 hours, 
with amnesia for the events. Significant content in the talk in periods of automatic 
behavior, related to the hypnotist. Improved after a ‘‘dream’’ in which he had 
defeated the hypnotist in a fight and the latter had ‘‘fled forever." Rare recurrence 
of trancelike states after discharge but progressive improvement. 


The patient was brought to the Clinie by his mother after a series of attacks be- 
ginning in May, 1924, in which he fell limp and unconscious, or in which he talked, 
wrote, solved problems, or wandered off. The attacks lasted up to thirty-six hours, and 
in them he had walked long distances, at times inappropriately clad for the weather, 
finally being picked up by the police. He had no.remembranee of the attacks. His 
family had been requested by the authorities of his military academy to keep him 
home after one such attack, particularly complex in its details. 

He was а neat appearing, healthy boy, who stuttered slightly and had acne, ha 
caps to which he appeared quite sensitive. He was a good student, interested in his 
work, in musie (he played the piano quite well), ambitious to join the military as 
older brother had. His growth and development had been normal, The sex history 
showed no special difficulties (except for a hint in an aside to his mother that he was 
not masturbating). His mood was good; he was alert and interested. 

The family history was not unusual except that several members of the father’s 
side had ‘‘lisped or stuttered.’” 

In the Clinic he had three such attacks, each occurring after suitable suggestion on 
the part of the physician, who had told him it would be valuable to observe the at- 
tacks here and had suggested that he would speak and write (not simply fall) in the 
attacks. In the attacks he referred to an episode in April, 1924, in which he with some 
schoolfellows had submitted to hypnosis by a vaudeville hypnotist in a nearby town. 
The patient had not wanted to but was anxious not to appear different from his fellows. 
In hypnosis he was said to have been made to fall, and to wander about. He related 
further that the hypnotist had told him that in order to come out from under his 
influence he would have to reappear at the same place at the same time of the day. 
Actually in one of the attacks at school he had wandered off to the nearby town where 
the original hypnotic experience had taken place but when ‘‘awake’’ never could explain 
his activities, In the Clinic his attacks culminated in a spontaneous fugue, in which he 
was transferred to the disturbed ward. He rapidly regained normal condition and on 
the next morning related a ‘‘dream’’ in which he had fought and defeated the hypnotist 
who ‘‘ fled away forever," 


The patient was hypnotized once in hospital in order to give him an opportunity to 
see suggestion in its proper framework and to give him powerful reassurance. He 
filled out in this session some details of the entire illness, He was discharged promptly- 

In two years since leaving the hospital he had remained well and active, except for 
rare occasions when he would startle (and please) his friends by going into а trancelike 
state and while in it reproduce, for example, the playing of a pianist at a theater he 
was attending. His eyes would appear to be closed, and he would play without music: 
In school he also could continue his work in a trance. 
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Comment.—A highly suggestible boy for whom a pattern of recurrent 
dissociative dysmmesie activity—falling spells and fugues and other auto- 
matie performance—was laid down by an unfortunate experience with 
a professional vaudeville hypnotist. The experiences occurred in an am- 
bitious youngster with many talents, sensitive to his appearance and to 
his speech difficulty, who was anxious to appear in a good light with his 
fellows, and who was well liked by them. The dynamics were recovered 
by his productions in attacks in the Clinic and in hypnosis. He was im- 
proved on discharge. 


Case 1258.—Miss I. R., aged 17 years, no occupation, was admitted to the Henry 
Phipps Psychiatric Clinie on Aug. 11, 1917; discharged September 16, 1917. 


After seeing a corpse, and haying а quarrel with her fiancé, suddenly fell in a 
faint, became ‘‘delirious,’’ walked about as if in a nightmare, screamed, **saw'' the 
dead man, was combative and profane, antagonistic to mother and fiancé; wanted her 
favorite nephew with her, hugged the pillow; attempted to jump out the window and 
io turn on the gas. This lasted for three days and was followed by amnesia for it. 
Since then minor fainting attacks were often precipitated by temper. Twenty years 
inter aphonia in setting of financial insecurity and breakup of home. 


Miss I. R. was brought to the Clinic by her mother because on April 2, 1917, the 
patient had suddenly fainted, then screamed, and said she saw the dead bodies of a 
neighbor (whom she had actually seen dead two days before) and of her father (dead 
seven years before). At times she was combative and fought with anyone who came 
near, swore, and was profane. She was especially antagonistic to her mother and 
fiancé, ealled frequently for a favorite nephew, and seemed content when he was with 
her. If he was not brought in, she would hug a pillow and call it by his name, She 
talked of wanting to die, tried to jump out of the window, and twice turned on the gas. 
At times she appeared happy, but did not rhyme or sing. This period lasted three days, 
and she had complete amnesia for it. For two weeks thereafter she daily asked if her 
neighbor had been buried. 

Since then she has had numerous minor attacks in which she falls back, looks as if 
she were asleep, and stiffens, the eyes roll upward, and a frightened look comes to her 
eyes when she awakes. In the attacks she often speaks of seeing the dead neighbor, In 
one attack she said she saw him go into the hall. She never bites her tongue, froths, or 
loses sphineter control. The attacks are ushered in by a lump in the upper part of the 
chest. The attacks come if she is worried or is angry. She has amnesia for them. 
She dreams in her sleep of being with her dead father and that he is chasing her with 
a snake. If her favorite brother is cross with her, she goes into an attack. Since she 
has had them, he is mueh kinder to her. 

The first attack came two days after she had been asked to lay a wreath on the 
coffin of a neighbor and, accidentally and against her wishes, saw the dead man, The 
immediate situation was a mild quarrel with her fiancé, she wanting him to leave, he 
insisting on remaining. She remembered her father’s death clearly. She had been 
much attached to him and since his death had been fondest of her brother who resembles 
her father. 

She was a bright, happy, affectionate girl, but jealous and having a temper. She 
quit after the third year of high school and went to work as a proofreader for a pub- 
lishing concern. The menstrual record was normal until three years previously when 
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she had two months of erying spells and <‘shakiness’? after tonsillitis. Since then sl 
has worked irregularly, at times being unable to work because the print appeared blurre:! 
and because of headaches. Her habits were good. She was engaged to a young mau, 
but had had no sexual intimacies. Her mother did not know of the engagement. 

One maternal uncle was epileptic, dying at 20. Her father was moderately alcoholic 
and all his people were ‘‘nervous.’” 

In the Clinic she appeared cheerful, complained of headaches, vague pains, and faint 
ing spells beginning with a lump in the throat. Menstrual periods came every two 
weeks. The general physical status was good. 

In the Clinic she had several attacks as described above for the minor ones. Thi 
pupils reacted to light. There was amnesia. She discovered that she could avert them 
voluntarily and recognized that she had used them to get her way. 

She described the onset of the preoccupation with her father as oceurring through 
the direet suggestion of a spiritualist who told her her father did not want her to make 
а certain important decision in regard to religion. The patient actually was toying wit! 
the idea of becoming a Catholic since all her friends were of that faith: That nigi! 
she ‘saw’? and talked with her father about the problem. Since then she often dreams 
of him. : 

Her mother removed her from the Clinic on the pretext that she was unhappy her 
Actually the mother was unhappy without her. The attacks were less frequent. “li 
remained at home and, after she married her fiancé, continued to live with her mother 
There is one healthy child. The patient continued to have attacks in which she fainted, 
then swore and cursed, sometimes biting the tongue, but never incontinent. There is 
amnesia for the attacks, which are followed by nausea and specks before the eyes 
She has temporal headaches not associated with the attacks. She felt better dur 
pregnancy but worse again since. The family tried not to cross her and so to prev 
the attacks. 

Twenty years later (1937) the family fell on bad times. Her husband had little 
income, her one child, the main support, suffered an injury which incapacitated him. 
The home had to be broken up. In this setting the patient lost her voice. She had 
been doing rather well and had been ‘‘able to overcome the nervous condition most of 
the time." Electroencephalogram made in March, 1939, gave a normal record. 


Comment.—Hysterical delirious episode followed by hysterical fainting 
spells, and many years later aphonia. The onset was related to sight of 
a dead neighbor, recalling her dead father. The clear dynamics are 
lacking. The further fate of the attacks indicated their utilization to 
gain her ends and a measure of voluntary control. Yet, much later ones 
showed a certain suggestion of the epileptic character. The electro- 
encephalogram made in 1939 was normal. (A maternal uncle was epi- 
leptic.) Aphonia with the breakup of her home through financial diffi- 
eulty. E i 

h. Motor Neuroses—These are the substitutive reactions expressed 
largely through the striped musculature, as ties and cramps. 

Tics are muscular movements, quick and spasmodic, as torticollis, or 
more tonie and protracted, as the common blepharospasm. They result 
from rut formation of habit after legitimate enough beginning, as reac- 
tion to discomfort, or as efforts to secure relief from internal tension, Or 


THE PSYCHONEUROSES 249 


more clearly in relation to content and affect problems, as when torticollis 
expresses aversion (literally “turning away’’). 

Cramps usually involve the skilled movements (praxis) necessary to 
livelihood, as writer’s eramp, in which condition the hand may be used 
for any activity except writing. 

Many of the above reactions might best be included among the hys- 
terical reactions as examples of ‘‘conversion.’’ The motor performances 
reveal the pertinent content material and the dynamics of the reaction. 


Case 6359.—Mr. C. МеН., age 27 years, single, plasterer, Presbyterian, Scottish 
immigrant, was admitted to the Henry Phipps Psychiatrie Clinie on Dec. 19, 1931; dis- 
charged Jan. 9, 1932. 


Since the spring of 1928 weakness jn the ball of right thumb, which spread after 
the fall of 1929 to involve whole hand. Steadily worse until in December, 1930, had 
to give up work. Much treatment, expense since. Exhibited in famous clinic as 
case of dystonia. Cured with hypnotic suggestion and personality study. 


Mr, C. McH., an immigrant Seot plasterer, came to the Clinic on Dee. 19, 1931, com- 
plaining of a cramp of the muscles of the right arm, and pain at the base of the neck. 
The patient considered himself perfectly fit until the spring of 1928 when he noted 
‚ weakness in the ball of the right thumb, ‘‘In picking up a peneil I could not write 
ин good or as easy as I used to.’” This condition remained stationary until two years 
later when he suddenly felt he could not use his trowel as he would like to, but only in 
certain positions. Already he had had to go onto light work, and with this inerease in 
his trouble he stopped work altogether. He went on a trip to his home in Scotland 
and looked for work, but finding none returned, worse off than ever. After trying rather 
unsuccessfully to work for a few months, he had to quit entirely in December, 1930. 

Since then he has consulted many medical centers, also quacks of all sorts with no 
help whatsoever. One famous clinic exhibited him to a medical group as a case of 
dystonia and gave him scopolamine for the condition, He came to the Johns Hopkins 
Hospital Diagnostic Clinic and was referred to the Clinic for treatment. 

The patient had a normal birth and development. Quitting school at 14 to enter the 
coal mines, he advanced reasonably, but was persuaded by his family to emigrate to 
the United States, where he joined his married sister. He had earned good wages and 
plenty of work until 1929, when jobs became scarce, He never became well adjusted 
here, always pined for Scotland, and never took out his first citizenship papers. His 
sister joined him in his dislike of the new country. The patient was rather rigid and 
always was conspicuous in his environment. He was the subject of criticism because as 
a foreigner he was taking work away from natives, and he was teased about his differ- 
ences. He was always acutely self-conscious and did not wish to be in the limelight in 
the fashion in which he felt himself, He set high standards for himself and was very 
chagrined when he found himself unable to keep up to his work standard. 

He was never much interested in women and never fancied marriage. There were 
irregular sex relations with acquaintances. He used little alcohol or tobacco. His 
main interests were swimming and fishing. He had few social contacts and disliked 
the common pleasures of his fellows. He often would attempt some activity, as dancing, 
and on doing poorly would never make a second attempt. 

The family history is noneontributory. The patient was the fifth of seven children. 
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The formal mental status was normal. He was usually cheerful; he said he had 
not the slightest idea what was wrong. The writing was tremulous and exceedingly 
difficult to perform. 1 

The physieal examination, except for the awkward eramp of the right fingers, hand, 
and arm when writing, was normal. x 

The patient recovered completely within a month through direct therapeutic sugges- 
tion in light hypnosis, combined with personality study which revealed his sensitive- 
ness to any appearance of failure to achieve an ideal performance, and his growing 
lack of confidence in the increasingly difficult economic situation of the New World. 
He was discharged home, with a more reasonable outlook on his opportunities and the 
need for making use of them, He decided to apply for American citizenship. 


Comment.—Interference with motor function, limited to the muscles of 
the hand and arm most used in his work. The onset was in a setting of 
homesiekness, dissatisfaetion at being different from his fellows (yet he 
prided himself on this), and the irouble became progressively worse with 
inereasing difficulty in finding work here and after a fruitless search for 
work in Seotland. 

The ease is that of a motor neurosis of an hysterieal sort, eured by 
suggestion and personality study. 


Case 5691.—Mr. J. D. E, Jr. aged 17 years, single, student, was admitted to the 
‘Henry Phipps Psychiatric Clinic on Sept. 17, 1929; discharged April 1, 1930. 


Two weeks after tonsillectomy without anesthesia, short spasmodic noises in throat 
began, became habitual, and increased to point of loud explosive expiratory noises, 
with jerkings of the body about the pelvis, eye movements upward. Irresponsible, 
rude, irritable, dislikes orderly regime of living, sensitive to the difficulty. 


The patient was brought to hospital by his parents because of a loud, barking, 
explosive expiratory tie, accompanied by violent jerkings of arms and the body centered 
about the pelvis, and movement of the eyes upward, These had begun when the patient 
was 8 years of age, two weeks after a tonsillectomy without anesthesia. They had 
progressively grown worse, and in November, 1927, they had become much worse after 
he had had a tantrum with anger, yelling and swearing, provoked by his belief that a 
physician had killed his sister by scarlet fever antitoxin injection. The boy had to be 
taken out of school at this time. 

The birth and early development were normal, Enuresis persisted to 4 years of 
age, and there were frequent vomiting spells from 7 to 10 years of age. He states now 
that his parents forced him to eat things he did not like, threatening to send him to 
reformatory if he refused. He used to tell them it would make him sick and vomited 
the following morning. His health was good. In school he was better than the average 
student. He did not drink and smoked only in the past 2 years, There was а period 
of masturbation between 11 and 14 years of age which he stopped without difficulty 
on his father’s advice. He had no heterosexual interest nor experience. He never had 
witnessed intercourse. 

He was always obedient and well behaved until the previous two years; since then 
he has been easily angered at restriction and has wanted his own way. He has become 
irritable and angered by boys mocking him. He used his difficulty to gain special favors 
and advantages. The parents used to scold him for the tic but had been advised re- 
cently to sympathize with him. The patient said, “І don’t want sympathy." He is 
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sensitive to his small size and weight, because of their handicap in outdoor sports. He 
is sociable, outgoing, interested in sports. He draws well, likes to read, and shows little 
evidence of daydreaming. He wants to be an architect. 

A maternal uncle was ‘shell-shocked’? in the World War. The patient is the second 
of four children (two boys and two girls). 

The physical status showed a general underdevelopment, 

The patient presented the same tie throughout his stay in Olinie with little change, 
except that when his attention was focussed on the trouble he could voluntarily control 
it. It was worse when he was in his uncooperative, rude periods, acting the spoiled 
child. He showed little feeling of personal responsibility, either in regard to the con- 
trol of the tie or in his general development toward thought-out goals. It was most 
difficult to gain his active cooperation in an orderly work and educational program. 
No psychogenic factors of any importance were discovered. 


Comment.—Complieated motor tie, involving the respiratory muscles, 
museulature of trunk and arms and the eyes, in part controllable with 
effort, developing in a boy after tonsillectomy without anesthesia and be- 
coming habitual. Reactive personality change to it in the direction of 
sensitivity, irritability, aggression and anger with restrictions. Under- 
developed and with little sense of responsibility. The outlook was poor. 

In this instance the reaction developed probably as a habit spasm with 
more or less adequate precipitating factors in the throat discomfort after 
tonsillectomy. The broader problem was the general personality adjust- 
ment with a development of a sense of responsibility for the use of the 
assets and for the control, as far as possible, of the difficulty. The special 
rôle of medical (surgical) experiences is not better explained. It is to 
be noted that he became worse after his sister was thought to have been 
killed by a physician. The intimate details of the family constellation 
are not known. There were obvious early evidences of family discord 
and parental domineering. 

Posteneephalitie tie and chorea were ruled out. The patient used his 
illness to gain special privilege. The most important etiological factor 
appears to be the constitutional. 

The reaction is not hysterical as in Case 6359 above, but more closely 
related to the obsessive-compulsive state. 

1. Compensation Neuroses.—These are a heterogenous group of reac- 
tions, with hypochondriacal, hysterical, neurasthenie, anxiety and general 
nervous symptoms, having in common only their relation to an accident 
or injury for which disability is claimed and compensation sought. They 
are singled out for special mention because of the great personal and 
social importance they play. They constitute a very trying problem in 
psychiatry because of the difficulties in treatment which are imposed by 
the laws and rules governing compensation, and by the very real difficulty 
in determining real physical disorder and in assessing the matter of **gain 
from illness" which admittedly may play a réle in such cases. Tt is a 
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situation in which popular emotion tends to take sides in a contest, the 
net result of which is to becloud the issue further. 


The content deals exclusively with the precipitating factor and its sequels 
(immediate and distant). The dreams are often of an anxious sort, re 
living the original accident or injury and offering some contradiction to 
the theory of the wish fulfilling character of all dreams. 


Case 6447.—Mr. E. W., aged 57 years, married, Welsh, industrial worker, was ad 
mitted to the Henry Phipps Psychiatrie Clinic on March 23, 1932; discharged May 30, 
1932. 


Patient fell accidentally at work, hitting vertex of head, lower end of spine, left 
side of neck, and left hip. Nausea and vomiting that evening. For almost two 
months then he says he remembers nothing, but is said to have been delirious, with 
visual hallucinations and disorientation, During this episode the left side of the 
face began to droop; he was unable to swallow; and left arm and left leg wer 
paralyzed. Four months later he was able to sit up, and then to walk. For nine 
months before admission there were temper outbursts, irritability, moroseness, stub 
pornness and argumentativeness; anxiety attacks with fear of losing the mind; ideas 
of persecution, crying spells, silly childish behavior. Occipital pain. Garrulous about 
his troubles and fights with the insurance company; peculiar lapses in memory, poor 
retention and calculation. 

Considerable improvement with treatment and settlement of his claim, with late: 
slump when he returned to his family who played up his disability, reopened the com 
pensation issue. In all likelihood hysterical overelaboration of some actual traumatic 
residuals. 


The patient, a 57-year-old Welsh industrial worker, was admitted to the Clinic com 
plaining of occipital and left parietal headaches, dizziness, pain in the left hip, partial 
paralysis of, the left arm, and spells of irritability and excitability, all following an 
accident in October, 1930. 

On Oct, 29, 1930, the patient slipped at work, fell, struck the vertex and left side of 
the head and neck, and the left hip. He claims he was unconscious for a few minutes, 
then went to the office where it was noted he had a cut on the left side of the forehead 
and an abrasion of the left side of the back. He then boarded the ‘‘tube’’ for home 
and claimed he remembered nothing of the trip from Hoboken to New York, having 
fallen asleep, and that he felt dizzy and nauseated when he got on his feet again. That 
evening he vomited. 

His son, a former claim agent, immediately engaged an attorney and took steps to 
see that his father should receive medical and nursing care at the expense of the 
insurance company. From then on, there has been a series of altercations between 
the son and the insurance company over his ease. It is impossible to evaluate correctly 
the conflicting reports. 

The patient and his son claim that he was semiconscious from Oct. 29 to Dec. 24, 
1930. During this interval he complained of diplopia and pains in the forehead and 
occiput. X-ray films made at the time showed only osteoarthritis of the spine. Rela- 
tives said that he talked peculiarly; he said that his daughter was having another 
baby, that he was shipwrecked at sea and had made his escape, that people were down- 
stairs and his family wouldn't let them come upstairs, ete. He was disoriented, at 
least at times, for time, place, and person. Не ‘‘saw’’ people and asked to have them 
taken from the room. Не also had spasmodic pains through the chest and head. 
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Various physieians who saw him in this period considered he suffered from cerebral 
:oneussion or skull fracture. 

On Dee. 24, 1930, the patient suddenly eame out of the semiconscious state, becom- 
ing natural in his manner and oriented. Improvement was steady thereafter, until 
in March, 1931, he was sitting up, but he still complained of pain in the left hip, neck, 
shóulders, arm, and back. On April 21, 1931, he was able to walk with some support, 
showing tenderness over the left saeroiliae joint, limited motion of the spine, and in 
ilexion of the left hip, left-sided clonus, and inability to flex the fingers of both hands. 
He was mentally clear. 

Improvement eontinued until about nine months before admission, when the insurance 
company stopped paying him compensation. During these nine months he has shown 
personality changes: uncontrolled temper outbursts, irritability, moroseness, stubborn- 
ness, silly childish behavior; he had delusions of persecution at times and erying spells 
and was upset by ‘any opposition. In recent months he has complained of poor vision, 
weakness of the left side of the tongue, loss of smell on the left, distorted taste, poor 
memory for recent events and poor concentration. One of the physicians who had diag- 
nosed the condition originally as cerebral concussion now concluded the condition was 
"hysteria.' He was admitted at the instance of the insurance company, they paying 
all the fees and signifying their willingness to abide by the Clinic 25 decision. 

‘The patient was born in Wales, finished grade school, and worked about until he 
ame to America at the age of 36 years. His habits have been good. He married at. 
the age of 26 years; the wife and one son are living. “The son is a minister, formerly an 
insurance claim agent. The wife is neurotic. He had had an excellent work record and 
manager of a division of the manufacturing plant. Since the accident sex potency 
greatly declined, with poorly sustained erections and lack of ejaculations. His wife 
felt intercourse would harm him, He has become apprehensive over his inability to 
ve intereourse. 

He was always overreligious, hypermoral, systematic, with a good opinion of his 
ability, strong demand for truthfulness and justice, suggestible, prudish, His hobby 
was breeding rabbits, chickens, and canaries. 

His father was alcoholic, conscientious, precise and bad tempered when intoxicated. 
A brother was miserly and seclusive. 

On admission to the Olinie he was emotionally unstable, irritable, garrulous about 
his complaints (noted above) and about his troubles with the insurance company. He 
was worried since his payments had been stopped in October, 1931, and felt the 
insurance company had doubleerossed him, Не showed peculiar lapses and confusion 
in remote memory, with fair retention, poor ealeulation, and good general information. 

Physical examination disclosed a short, stocky man with short legs. There were a 
slight limp of the left leg, past-pointing to the left with the left hand, slowing of 
alternating supination-pronation of the left hand, tremors of outstretched fingers, 
greater on the left, loss of all variety of sensation over left half of body, failure of 
recognition of peppermint and eamphor on the left, slight constrietion of the visual 
fields for form and color, on the left more than on the right, slight left facial weakness, 
partial deafness in left ear, absent taste over left side of the tongue, and anesthesia 
over left side of pharynx and mouth, with normal pharyngeal reflexes and no atrophy; 
the left shoulder was held down when he was asked to shrug the shoulders. The tongue 
was protruded slightly to the right ; and there was questionable diminution in size of the 

' right side of the tongue. The tendon reflexes were all equal and active; the plantar 


reflex was downward. 7 {ч 
The orthopedist considered the patient to be suffering from a chronie left sacroiliac 


strain. X-ray films of the lower pack and left hip on May 13, 1932, were normal, 
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During the course of his stay in Clinic he improved considerably through minimizing 
his complaints, encouragement to use his assets with praise for his successes, careful 
regulation of the visits from the family, and easing his financial insecurity by gaining 
the insurance company’s willingness to settle all back claims. All the ‘‘neurologicai 
signs’? disappeared, the memory was good, the complaining largely vanished, and was 
replaced by a cheerful optimistic mood. He was industrious about the ward. His only 
complaint still was of pain in the left hip attributed by the consultant to the sacroiliac 
strain. 

He tried to secure reemployment, but the company formerly employing him had closed 
down. He agreed to accept a final lump sum in settlement, with which he planned to 
start a poultry farm. The case was settled for a sum equivalent to 25 per cent perma- 
nent disability, with the provision that the ease could be reopened by him if the dis- 
ability persisted after the duration of the time represented by the lump sum settlement. 

In 1935 the ease came again to the attention of the Clinic with a request for re- 
examination. The case had been reopened. The examination had to be made with his 
son, his lawyer, and a representative of the insurance company present. 

The complaints were given by the son who said they had been present since the 
patient left the Clinic in 1932: spells of unconsciousness without convulsions, childish 
ness, erratic conduet, limited concentration, dizziness, diminished left hand grip, pain 
in the left side of the back and hip, hernia. On further questioning, he added: lack 
of interest, ‘low’? mood, ‘‘hallucinations,’’ ‘‘no memory," a confused spell with 
complex integrated activity and amnesia for it, ideas of grandeur, crabbiness with his 
wife. On direct examination the patient declared he did not know the examiner yet 
later called his name, looked sidewise at him, complained as before. He groaned 
throughout, holding his head in his hands, was annoyed with the examination, and was 
uncooperative. He had an ‘attack’? in which after much overdisplay and fumbling he 
slid toward the floor, making his son and the insurance representative quite appre- 
hensive. The pupils reacted promptly to light. He did tests well at first, then seemed 
to have increasing difficulty as they proceeded. There was hyperesthesia over the left 
side of the face. The reflexes were normal; the plantar reflexes, downward. He de 
clared he could not taste quinine put on the left side of his tongue and some time later 
began to writhe and spit, declaring the examiner had doped him. He demanded the 
examination be terminated before all the tests were concluded. 

The outstanding new finding at this examination was the ‘‘attack,’’ plainly hysterical 
in character with much overdisplay and no evidence of real loss of consciousness. 


Comment.—It is not possible to exclude completely real physiologic 
traumatic sequelae, but if present in the beginning they certainly had 
practically vanished to become heavily overlaid with hysterical manifes- 
tations: anesthesias, paralyses, peculiar memory lapses, and personality 
change of a sort calling attention to his distress. The rapid clearing of 
practically all symptoms in a setting in which the complaints were min- 
imized, encouragement given to the positive use of his personal functions, 
and the favorable settlement of the financial problem all conduce to the 
heavy weighting of the functional elements in the case. 

The relapse must be attributed to the financial situation, which was 
again acute, the oversolicitude and misdirected zeal of the family, and 
the basic ineptitudes of the compensation laws, in which final settlements 
are not final. : 
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Even more common than the well-defined and well-developed psychoneu- 
rotie reactions noted above, are more amorphous neurotic states, the neu- 
rotic personalities, with a multiplicity of complaints best grouped under 
tension phenomena. Careful examination reveals strong undercurrents of 
hypochondriaeal, anxious, hysterical, neurasthenic, or compulsive tenden- 
cies, which invade every aspect of their lives. For the most part these 
tendencies remain unrecognized by the patients, or if recognized they are 
defended as useful, even exemplary. They come to complaint as vague 
tension, or as psychosomatic reactions (see the next chapter). 

Horney? has described various clinical varieties, and certain reactions at 
work in them. They resemble in minor ways the more developed reactions 
noted previously, and present an equally or even more strongly fixed char- 
acter structure, molded in the earliest years into deep habits of feeling, 
thinking, imagining, doing. The neurotic personality may underline any 
of the major reactions (especially noted as a troublesome complication in 
depressions). The alert clinician must eternally be on the lookout for such 
factors in any setting. 
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CHAPTER V 


PLASTIC PSYCHODYNAMIC MINOR REACTIONS 
(CONTINUED) 


COMPLAINT DISORDERS AND SUBSTITUTIVE REACTIONS 
(CONTINUED) 


В. The Somatization Reactions or Psychosomatic Reactions 


These are reactions in which the somatic components of the emotions 
reactions are in the forefront of the complaints by virtue of their exces- 
siveness or their unusual character, and in which awareness of the primary 
and etiological emotional state is at a minimum. There may be consider- 
able anxiety or other mental discomfort as a secondary reaction to the 
unpleasant somatic facts. 

Since the emotional reactions are diffuse bodily reactions involving the 
autonomie nervous system, unstriped musculature (and at times the striped 
museulature), and endocrine system, it follows that the psyehosomi!ic 
reactions are those in which personality difficulties of an emotional sort 
are expressed largely through their peripheral manifestations in these 
Systems. 


There is no clear-cut distinction between the psychosomatic reactions and 
certain of the psychoneuroses (e.g, anxiety states, neurasthenia) where 
modifications of the same sort in the autonomie reactions may be observed. 
The term is best reserved perhaps for those conditions in which there is 
little or no awareness of the personal emotional problem at the root of the 
difficulty. 

These reactions were studied extensively and for years in their somatic 
end manifestations by internists and other specialists, and labeled ''fune- 
tional” because of the absence of structural alterations and their recognized 
relation to ‘‘nervousness.’’ Closer examination has shown that structural 
alterations in some instances are only incidents (final) in long-standing 
“functional”? disorders (eg. gastric ulcer). To a certain degree, the 
traditional distinction between ‘‘organie’’ and *'funetional'" becomes а 
function of time, in the evolution of the disorder. The upshot of all this 
is the growth of a collaborative interest between the psychiatrist and the 
internist and other specialists both in diagnosis and treatment. 

There is no ready answer to the question why, for example, some patients 
are aware of their anxiety, fearing death or insanity, while others are 
unaware of the emotion as such, but suffer distressing headaches, or palpi- 
tation and tachyeardia, and are alarmed because of these symptoms. It 
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would appear that in some cases constitutional factors are important, and 
in others hereditary tendencies are prominent. Internists have pointed to 
i hese issues, but much work remains to be done in this field. 

Emotional reactions may be largely expressed therefore in any system 
or any region of the body, and syndromes have been described based on 
‘he topography. The U. S. Army elassification system includes, for ex- 
ample, psyehogenie gastrointestinal, eardiovaseular, genitourinary, allergie, 
dermatological reactions and psychogenic asthenia, To this list should be 
added psychogenic headaches and psychogenic visual disorders. ; 

As with other complaint disorders, the etiological factors may lie largely 
in external circumstantial provocation, or largely in deep-scated neurotic 
attitudes, showing unusual sensitivity to certain issues, and are more or 
less easily accessible to investigation. 

The suspicion of the relationship of emotional factors and physiological 
disorders in any one case commonly rests on their close coincidence, allow- 
ing for a time lag, necessarily indeterminate in length beeause of the lack 
of any suitable standards of measurement or even of exact observational 
methods. Such individual observations may be further bolstered by 
statistical data. 

Only in rare instances have direct observational data been available, and 
in those eases (to be discussed later) there has been direct observational! 
verification of the clinical relationship of the factor of coincidence, and of 
some of the actual steps in the physiological alterations of the organ or 
system leading to elinieal symptoms (e.g., gastric uleer formation, head- 
ache). 

Further proof of the close relationship of psychogenic factors and phys- 
iological end results is furnished by the effects of treatment of the psycho- 
genie issues in the case. 

The following cases. will illustrate some frequently encountered syn- 
dromes. 

Headache.—Ineluded in this group are typical migraine attacks in 
which individual attacks may be precipitated by fatigue, eyestrain, men- 
struation, and other physical factors, but also by emotional upsets. Also 
are ineluded headaches following no such definite pattern, with a feeling 
of constriction, or of bursting, and tightness in the occiput, strongly 
suggesting excessive and prolonged tension of the muscles of the scalp 


and occipital region. 

Typical migraine headaches are one-sided, with scintillating scotomata, 
followed by headache and nausea and vomiting. They come in.attacks, 
commonly beginning with the menarche or at a similar age in boys, 
deerease in intensity with late maturity and the menopause, and show a 
strong direet hereditary pattern. 

It has been pointed out that the psyehosexual life of such patients is 
likely to show immaturity, and women, for example, are found to be 
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excessively dependent on the mother, who also is liable to be a migraine 
sufferer. { 

Migraine is often noted in the families of epilepties, and vice versa, in 
numbers greatly in excess of the general expeetaney in an unselected 
population. Migraine and epilepsy are not infrequently observed in the 
same patient. Lennox’ speaks of migraine as an autonomie epilepsy. 

Ergotamine tartrate (gynergen) is the most effective drug in migraine, 
and may be used for diagnostic test purposes. Tt is generally given 
hypodermically in a dosage of 0.5 to 1 mg., and should be administered 
at the very first warning of an attack. (Old sufferers know the signs 
only too well.) It should bring relief within 20 to 30 minutes. If suc- 
cessful with this method, the drug may be tried by mouth. Sometimes 
as good results obtain with this method, which of course is mueh the 
simpler way to give it. 

In patients with an idiosynerasy to the drug or with excessive dosage, 
signs of ergotism may develop. In one case the author observed partial 
paraplegia and aphasia as a result of a single intravenous dose. 

The drug is much less effective in subduing a headache attack already 
well under way. Usually the most one can count on is a dulling of the 
headache. 

If 1 mg. is not effective, it should not be repeated within 2 hours. 

Histamine headaches, in attacks with watering of the eyes and congestion 
of the nasal mucous membranes, can be precipitated by intradermal injec- 
tion of histamine (for diagnostic purposes), and ean be relieved over а 
period by histamine desensitization. Individual attacks are helped by oral 
administration of benadryl or of pyribenzamine. Psychogenie factors may 
be of some importance as in other allergic conditions. 

More frequently encountered are headaches, acute or chronie with no 
significant causative factors, either in constitution or heredity, or in infec- 
tion, allergy, or other tangible organic factor. In many such cases, as well 
as in migraine, psychogenic factors will be found to be of the most signifi- 
eanee in etiology. As in the psyehoneuroses, environmental stress may be 
important; or special constitutional (lifelong) personal sensitivities or pecu- 
liarities may be more important, e.g., immature personalities struggling in 
situations crying out for mature reactions; obsessive perfectionism meeting 
frustration; peculiarly anxious apprehensive individuals facing uncer- 
tainty, ete. Especially important is concealed hate and desire for revenge, 
turned from the appropriate object onto the self, through the well-known 
mechanism of suppression of the spontaneous emotion. 

The following case will illustrate the symptomatology, etiology, and 
treatment difficulties and results in an unusually severe instance of dis- 
abling headache. 
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Mr. A. B., aged 56 years, married, architect. 


Severe headaches for eight years, leading to profound invalidism, developing on 
a basis of restrained resentment toward his family. Marked improvement with ven- 
tilation of the problem and free expression of his feelings. Submissive personality, 
dependent, anxious for the good opinion of others, intelligent. 


The patient complained of headaches, frontal and over the left temple, present for 
eight years, and becoming progressively more severe and more constant. In the first 
four years of the period, he remembers perhaps fifteen days without headache; but in 
the last four years, there has been only one such free day. For four to five years he 
has been unable to work, giving up completely his office practice when on several occa- 
sions he had to be brought home by ambulance, and after several times staggering and 
falling on the street and being taken for drunk, At home, he tried to carry on at his 
work, but he soon found that only a little mental effort brought on a worsening of the 
head pains, and he slumped into a profound invalidism. 

His wife kept vigilant care over him, protecting him from disturbing visitors, noises, 
telephone calls, even the mail. For most of this time he was completely dependent 
financially on a wealthy brother with whom he was on good terms, With the rest of 
his siblings and their families he was at odds, resentful of their negligence toward 
him, and of their callous attitude which said in no uncertain terms that there was 
nothing wrong with him and that his wife should stop coddling him, 

He had been treated with vitamins, gynergen, phenobarbital, thiamin, ete., and with 
each there was usually a notable change for the better, which then subsided and left 
him worse off than ever. The only permanent effect was through intravenous treatment 
with thiamin, when the feeling of pressure in the vertex completely disappeared, but 
this was succeeded by left temporal pain, Gynergen administration had been poorly 
applied and it seemed that a further trial under controlled conditions should be made, 
despite the fact that scotomata, half vision, and nausea and vomiting were absent 
(although nausea and vomiting had previously been occasionally present, but allegedly 
due to the gynergen). 4 

He had developed numerous devices to bring himself relief: sitting bolt upright 
throughout the night, drinking huge quantities of black tea and coffee, never lying on 
his side, avoiding reading or lengthy conversation, ete. 

The background history showed him to be the second oldest in the family, the one 
with the greatest sense of responsibility to the family, and intensely devoted to his 
mother. While the others had all married, he remained single, living at home with his 
father and mother and with the mother after the father’s death until shortly before 
his mother’s death, He then married a girl whom his mother approved and protected 
from the active opposition and insults of the other siblings who felt she came from an 
inferior economie (and therefore social) stratum of society. 

He had contributed heavily to recuperate his mother's business losses in ventures of 
another member of the family after his father’s death, and had himself gotten out of 
the business because he could not endure the domineering of the other members of the 
family, and had returned to his own profession, His mother died, and, with her death, 
most of the siblings turned viciously on his wife. He felt hot resentment to them, yet 
felt himself unable to fight back openly because his opponents were family members. 
This arose from his peculiar sense of family loyalty and his unwillingness to accept the 
fact that blood ties may have little to do with the actual emotional ties. He insisted 
on a belief in a conventionalized and idealized view of the situation, when his good 
sense told him the facts were otherwise, 

On one occasion he went to call on one member of the group, with the full intent ої 
giving way to his temper even if it led to homicide, but a chance distraction led him 
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away from his goal, His wife has been his constant companion, sweet, patient, ип 
ging in her devotion to his comfort, the buffer between him and his family, even to (17 
point of having to go to the family for help in their dire financial straits. 

Sexuality has been at a minimum for a long time and both claim that this plays 
little part in their thoughts. She could not have children, and their marriage appeurs 
to be eminently companionable, with her taking over the mothering job after his mother 
died. His illness has intensified this rôle. 


He was a very effective professional man and had made a name for himself in cer 
tain special fields. He had continued to enjoy the confidence and sympathetic co! 
eration and help of his comrades in his office, despite his years of enforced abse 
from active work. It was they, not the relatives, who wrote him and came to see him. 

In hospital, there was a long period of experimentation with various drugs and vita- 
mins and placebos, the need for whieh tapered off as he gained confidence in the active 
help of the medieal personnel. At the end of his hospital stay of approximately six 
months, he was getting no drugs, was sleeping in a reclining position, taking long ks, 
reading and writing considerably, and showing an eager interest in planning for 
gradual resumption of more and more of his normal activities. 


The crisis in the ease came when at our urging to yentilate his grievances and huve 
things in the open with his family, instead of keeping it inside and leaving it to them 
to guess what was wrong with him, he wrote a vitriolic letter to the arch enemy in the 
family. This was more than we had bargained for, but it failed to produce any appre 
cinble rise out of the enemy while affording him great relief. 

Hurts, acute sensitivities, resentments continue to develop from real difficulties in 
the environment, but he has shown increasing ability to analyze the situations and 10 
move on to a consideration of what he should do to improve his own status. He has 
earned his first professional fee again in four years and he remains hopeful. 


No effort was made to explore the husband-wife situation beyond urging their mutual 
greater independence, and there actually has been a considerable dropping off in her 
mother róle and in his childish dependence. 

All factors remain unfinished in this case, but a considerable improvement in the 
invalid state was achieved through pointed psychotherapeutie exploration, sympathetic 
hospital support, and the patient 's own courage in attacking his problem. The hend- 
aches had been reduced to occasional moderately severe bouts requiring little or no 
symptomatie treatment. 


Visual Disorders.—Aside from outright hysterical amblyopias with 
symbolic significance, the most common emotional disorder of vision is in 
accommodation. In anxiety-tension states, dilated pupils or pupils of 
fluctuating dimensions together with concomitant lens changes cause blur- 
ring of vision, inability to focus. This leads to efforts to improve the con 
dition with changes of glasses, usually with futile results. One patient had 
14 changes of glasses in three months without getting a satisfactory ifto 
Only when the emotional state subsides is it possible to examine the patient 
under the necessary basal conditions for a proper fitting. As a result of 
the blurring of vision, panicky patients may interpret passing vehicles in 
the field of vision as bearing down on them with fearful potentialities. 

Cardiovascular Disorders.—The cardiovascular disorders include (1) 
disorders of rate and rhythm, and (2) disorders of blood pressure. 
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Diserders of Rate and Rhythm.—In anxiety states of all sorts, a fast 
pulse and ventricular extrasystoles are commonly noted by the patients 
hemselves. Sometimes the rate is so fast as to suggest paroxysmal tachy- 
cardia (140-180, even more, per minute). Rates of 120-140 per minute are 
итоге common, and usually the attack is not so clear cut in its onset. Vagal 
ssure is less effective in stopping the attack, 

The tachycardia may or may not be appreciably reduced in sleep and 
usually responds to sedative drugs. These are important differentiating 
cviteria from the tachycardia of hyperthyroidism and are especially to be 
noted in those anxiety-tension states with transient elevation of the basal 
metabolie rate (which may be as high as plus 50 per cent to plus 64 
per cent). 

in vagotonie individuals with a normally low pulse rate, e.g., 50-65 pet 
minute, am aeute anxiety state may produee a rate of only 80-100 per 
minute, but this, of course, constitutes a marked relative increase, and so 
is to be eompared with the higher rates in those with normally higher pulse 
s The author has never observed slowing of the pulse rate with acute 
emotional erises. 

lhese cases are differentiated from the anxiety states proper by the 
velative absence of conscious content and of the fears of insanity or other 


pr 


fours and phobias. 

Disorders of Blood Pressure.—In anxiety-tension states there is eom- 
monly an inerease in the blood pressure, greater in the systolic than in the 
diastolic level, This shows spontaneous fluctuation and is lowered in sleep 
and as a result of intravenous sodium amytal or sodium pentothal injeetion, 
and with hypnosis. It responds to appropriate ventilation of the affectively 
charged content, commonly, suppressed resentments. The suppression. 
results from lifelong patterns of keeping a cool exterior in the face of 
seething internal discontents in the interest of the preservation of a per- 
sonal ideal, This ideal must be carefully investigated for its origins in 
imitation of parents or parental surrogates, and piecemeal reconstruction 
of vital episodes from the remote and recent past with suggested alternate 
modes of action must be attempted, with the end of promoting a kind of 
effective foresight which will allow the patient to sense problems in advance 
and use other approaches for their solution. 1 

It is generally thought that long-continued emotionally induced hyper- 
tension may lead to structural changes within the cardiovascular system, 
depriving it of its elasticity and producing irreversible chronic hypertension. 


Mr. H. P., aged 37 years. 

iatrie consultation 
ther constantly at 
and dropped 


This patient suffering from hypertension was referred for psych 
as part of a diagnostic survey. The blood pressure now stays га! 
200/120, and rose with immersion of an arm in ice water to 230/130, 


with sodium amytal injection to 170/95. АТ th : 
Hypertension was first noted on a life insurance examination in 1936, at which 
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time the systolic reading was 141. The previous year it was only 122. By 1942 it 
had risen to 160-180. 

In the background of this physical problem, which he looks on coolly, at least 
outwardly, is a wealth of psychogenic material, which portrays him as an exceed- 
ingly aggressive man, effective in his business contacts but much less so in his per- 
sonal social contacts. He is at present contesting a divorce action by his wife, 
asserting her allegations of physical cruelty are untrue. Yet he has threatened 
physical assault against a suitor of his sister’s, a man he considers undesirable for 
her. Because of this he has broken all relations with his sister and the father and 
mother who failed to hack him in his stand. Against his father he has a long grudge 
and, as a young man, fought him physically after his father had attacked his 
mother. At an early age he discovered his father in an extramarital liaison, and, 
while loathing him for it, it is likely significant for his easy conseience regarding 
similar episodes in his own life. 

Through his habitual tendency to cut himself off from people who do not agree 
with him, he has amputated all his intimate ties. He is interested in his one child, 
but apparently largely in an effort to defeat the child’s mother in her plans for him. 

He was married in 1934, after a very brief acquaintance, and from the first night 
sexual relations were unsatisfactory. He accuses his wife of feeling the act ‘‘filthy’’ 
and of starving him in his desires. How tender he felt toward her cannot even be 
guessed at this point. His only defense concerning his philandering is that it was 
provoked by her attitude and anyway was not as frequent as his wife’s suspicions 
asserted. 

He smoked up to four packs of cigarettes daily and drank six highballs nightly 
before and after dinner. 

He was a prodigious worker but did not work excessively long hours and took 
time off for amusements and recreations. 

In his contacts with the physician, he appeared aggressive and not much inclined 
to look within himself for the provocations for his emotional tension and hostility. 

The internist conducting the survey agreed that sympathectomy should not be 
done at this time, and that treatment of any sort had best await the outcome of the 
legal action in the case. 


Mr. К. L., aged 40 years. 


In another case of a 40-year-old professional man, hypertension of 190-220/120 had 
not yielded to the internist's preseription for rest on vacation from his work. Aleohol- 
ism quickly developed and was further complicated by the free use of barbiturates, in 
an effort to gain sufficient tranquillity to carry on his work. 

In this ease, behind a remarkably cool facade, which, he later confided, he felt was 
the only way to meet all difficulties in life, there seethed the most violent resentments 
directed against those closest to him and going back as a pattern of activity to the 
early years, The physieians on the ease eame in for the same attitude, which reached 
its climax on his refusal to return to us for further treatment after his release from 
hospital, although he had agreed apparently willingly to the plan. 

In hospital he was most reluctant to discuss his deeper feelings but came to their 
easier expression with sodium amytal interviews, for which he had virtually no memory. 
There was a notable drop in his blood pressure beginning with the first interview, and, 
with approximately three weeks of such treatment twice weekly, the blood pressure 
dropped to 130-140/85-90 and remained so for the remaining three weeks of his stay 
in hospital, and after discharge. 

Out of hospital, things did not go well with him; he felt humiliated by the facts of 
his illness, could not organize his life and would allow no one else to help do it, took 
again to his sedations, and died under obscure circumstances. 
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Gastrointestinal Disorders.—The gastrointestinal disorders include dis- 
ovders of motility and secretion, with flatulence, nausea, vomiting, epi- 
gastric pain, diarrhea, or constipation. The most severe and troublesome 
chronic conditions are ulcer and ulcerlike states of the stomach or 
duodenum and chronic mucous colitis. ) 

Tt has long been recognized by clinicians that patients with gastric and 

uodenal uleer or with a similar symptomatology but without demon- 
stvable ulcer often exhibit certain *&nervous' tendencies. Traditionally 
these have been described as high-strung people, hard workers, with a 
tendeney to worry and to anxious anticipation. Also, the tall, thin 
habitus has been stressed. Wolf and Wolff? have furnished experimental 
evidence for the actual sequence of certain emotional states and blood 
flow, quantity of gastric secretion, active peristalsis and liability to 
erosion of the mucosa. The emotional states most concerned are depres- 
sion, resentment, fear, and anxiety. Even with some allowance for the 
difficulties inherent in tagging so neatly a given emotional state, the 
demonstration is noteworthy and must rank with Beaumont’s pioneer 
observations on the functions of the gastrie mucosa. 

Workers in the Chicago Institute for Psychoanalysis’ started from 
certain basie assumptions: namely, that there must be specifie psychic 
factors in any type of gastrointestinal condition ; that conscious processes 
play a subordinate role and at best ean lead only to acute states, whereas 
repressed and unconscious tendencies lead to chronic conditions of bowel 
dysfunction; and that, similarly, the developmental history of the pa- 
tient’s personality (ie. in the early years) gives the true understanding 
of the patient’s reaction to acute trauma, whereas the actual life situation 
can only play a precipitating role. They distinguished three types: 
gastric conditions of all sorts, up to severe peptic ulcers; cases of diar- 
rhea, variously called mucous or spastic colitis; and cases of chronic 
constipation. 

In the gastrie type, with ulcer, or uleerlike conditions as the paradigm, 
they report a conscious attitude of efficiency, responsibility, helpfulness, 
leadership, self-sufficiency and aggressiveness. (This tallies well with 
the long observed clinical facts noted above.) This, however, masks and 
compensates for hidden and denied tendencies of a quite opposite sort: 
a need for dependence and help and a eraving for love. This phobie 
rejection of the primary needs rests on a deep sense of inferiority, and 
of guilt and fear engendered by them. Alexander* sees these cases as 
exhibiting an inner rejection of passive-receptive tendencies, and develop- 
ing strong oral-aggressive tendencies. The wish to receive, when thwarted 
by the usual conflicts in the field of genital sexuality, including the eas- 
tration fear, is replaced by an aggressive urge to take by force. The 
‘‘in-taking’’ tendencies, being rejected, may be satisfied by recourse i 
the infantile equivalent, namely, through intake of food, as a symbol of 
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love. Such patients then constantly feel a need for love, which sets up 
chronic innervations of the sort observed in the process of digestion, and 
which is appreciated by the patient as a need for food. Why only certain 
cases of gastric neurosis actually go on to ulcer formation is not known. 

‘Alexander claims for these observations no general validity, and he 
finds the psychological factors not specifie for duodenal ulcer formation. 
Why some people with the same conflicts develop ulcer, and others other 
difficulties, is still unknown. 

By contrast, the diarrhea cases react to oral-receptive and oral-aggres- 
sive tendencies by *'restitution"" through *giving" the feces. Second- 
Ау, the eliminative mechanism may be used to express hostile aggres- 
sive impulses, In any ease the normal reaetion of the bowel through the 
physiological regulation of the intestinal content becomes sidetraeked in 
favor of a chronic psychological control. 

The constipation types exhibit an expectation of receiving nothing 
from anybody, and an urge therefore to hold to what is already had 
(i.e, the feces). 

These provocative findings need further elaboration as to their fre- 
queney, their correlation with body types, and as to their efficacy as 
treatment guides. 

Rubin and Bowman? claim that there is a close eorrelation between 
dominant *alpha"' records in the electroencephalogram and passive, re- 
eeptive, dependent personality tendencies, and with sueh dominant alpha 
records and cases of peptie ulcer. It follows therefore that uleer eases 
exhibit passive, receptive, dependent tendencies. 


Ulcerlike Conditions —The following case will illustrate some of the facts 
noted above in a case with symptoms suggesting a pre-ulcer state : 


Mr. R. C., aged 30 years, married, accountant. 


Long-standing gastric complaints, in a setting of worry over being drafted, with 
chronic inadequacy feelings, hypersensitivity to real or fancied hurts, father ideal- 
ization, and a dependent róle toward parents and wife. Improvement with better 
economic and social stabilization and fatherhood. 


This patient was referred by a gastroenterologist for treatment. He had complained 
of gastric distress, epigastric pain after meals, and continual soreness, which was only 
in part alleviated by an ulcer regime. He was tense, usually depressed and pessimistic, 
worried over finances, and the fact that he was unsuccessful in finding and establishing 
himself in permanent work, He had married three years previously, and his wife had 
had to supply about one-third of the household expenses, much to his chagrin. 

He is an only child, with a nervous mother who suffered one depressive attack some 
years ago, and a strong, dominant father, a physician, to whom the patient has always 
looked up as an unattainable model. He was always timid, shrinking when he knew 
the situation eried out for aggressive action in order to further himself before others, 
idealistic, and finding all about him crass materialism, with strong convictions that he 
had a great many assets, which others did not credit. His habitual tendency was to 
sit back and wait for recognition to come to him, and, when it didn’t, to feel hurt 
and depressed. 
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He had married, three years before, an intelligent, calm schoolteacher, who udmired 
him for his many assets and who buoyed him up by her belief in his essential worth. 
From her he unconsciously exacted the mothering attitude, which went so far as to 
deny her having children. He rationalized this by pointing to his economie plight and 
to his own miserable state, which he felt to be hereditary through his mother, 

The gastrointestinal symptoms had developed with the onset of hostilities in World 
War II, and resulted from his intense aversion to all sorts of physical combat and his 
fear that the United States would become involved and he would be called into service, 

With the attack on Pearl Harbor he became much more disturbed, panicky, and 
depressed, with severe gastrointestinal symptoms, poor sleep, and weight loss. He 
feared examination for the draft, and, even when he was rejected, he remained fearful 
that he would be recalled. 

In the meantime, however, he had gotten work in the local government and had 
quickly become a valuable man and more nearly economically self-sufficient, He felt 
growing in him a sense of recognized worth-whileness, which acted partially to counter- 
balance his fears about the draft. 

His wife had become more and more dissatisfied with the childless existence, and 
after a frank talk with the physician, who stressed that her wishes as well as her hus- 
band's must be considered and that the known facts of heredity did not point to the 
inevitability of his difficulties being transmitted to the child, she took a determined 
stand with her husband and soon became pregnant. He was both fearful and delighted, 
and with the birth of the child he became frankly pleased and proud, He has continued 
to enjoy his child in a normal fashion and has been glad that his wife took the initia- 
tive in breaking down this one fear. 

Over the seven years since the first consultation his position in life has materially 
changed for the better. His job has become secure, and he has taken the lead in the 
promotion of better governmental business methods in his own sphere, his salary is 
adequate, he is planning for another child, and the nightmare of his war fears is only 
a memory, His father died recently, and the patient has taken over the guidance of 
his mother’s affairs while maintaining a separate and independent status with respect 
to her, 

He continues to have some ups and downs, less violent than previously. He has 
never been able to get along without mild sedative medication and attention to his diet, 
but this seems the best that сап be expected at this time, and not a high price to pay, 
considering the lifelong character handicaps. Throughout these years he has had to 
be hospitalized for only three weeks, at the height of his panicky state during the 
eurly years of the war. 


A consideration of the cases of undoubted uleer and of those with 
clinieal symptoms of ulcer but without demonstrable ulcer suggests 
strongly that the presence or absence of ulcer is an unimportant matter in 
the basic treatment of the personality, but of considerable importance in 
the matter of physical hazard. The best thing to do is to treat all such 
eases as potential if not actual ulcer cases from the symptomatic medical 
standpoint, and to go on then to basic personality treatment. It would be 
thoroughly unjustified to disregard the physical risk involved in ulcer 
formation in favor of personality investigation, and equally shortsighted 
to treat the latter without an effort to modify the personality and the 


` 


adjustment in the environment. 
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Mr. W. C. D., aged 40 years, married, engineer. 


Twenty-seven years of mucous colitis, cramps, diarrhea, beginning after an acute 
emotional disturbance and persisting under the influence of a dependent attitude to 
his parents, hidden resentments, well overlaid with moral-ethical idealism, and lost 
in devious explanations of the trouble as due to fatigue, various physical ills, the 
effects of exercise, intercourse, etc. 

A good result achieved after three weeks of intensive psychotherapy, with the aid 
of some fortuitous breaks. Continued progress in the six years following, despite 
occasional setbacks. 


This is the case of a successful research engineer, married, aged 40, who fo: 
twenty-seven years had suffered from bouts of diarrhea accompanied by abdominal 
cramps. In this time, he has had his gall bladder drained repeatedly and finally re 
moved, was told he had heart disease and would live only a year at the most, had an 
appendectomy, has been on special diets and regimes, and finally came to hospital 
depressed, distressed, asking help but deeply distrustful of medical aid. 

The able internist who examined him told him his trouble could be diagnosed 
from the record and there was actually little likelihood of gain from repeated 
examination, but in the interest of thoroughness repeated them with the usual 
finding of a spastic gastrointestinal tract. Then he insisted on psychiatric соп 
sultation, 

Tt quiekly beeame apparent in the preliminary interview that these lines of 
inquiry might be profitably followed: 

1. His docile, meek, submissive nature, deeply attached to his parents and to 
parent substitutes. 

2, His social timidity and embarrassment, which usually was the precipitatiny 
factor for his gastrointestinal bouts. 

He had been sent to the Johns Hopkins Hospital by his superior at the factory 
where he worked, and he had a struggle trying to decide whether to remain under 
psychiatrie care here (which he thought his boss would approve of) or to return 
elsewhere to a famous internist whom he had consulted ten years ago and who had 
rid him of the idea his trouble was ‘‘organic’’ (ie., structural), and who had main- 
tained a fatherly interest in him since (or at least the patient felt he had). Prac- 
tical issues won the day, and he stayed on three weeks and under daily consultation 
achieved (1) a new and more realistic evaluation of himself, (2) emotional peace 
and freedom from depression and anxiety, and (3) formed stools and regular bowel 
moyements—for the first time in many years. 

Briefly, the story hinged about the following data: An only child, he was well 
and well adjusted until the age of 13, when, walking down the road with his mother 
one evening, he heard angry voices around a bend in the road and soon came upon 
his father, drunk. This was the first time he had had an inkling of any such trouble 
(which has persisted to date), and it came as a rude shock to him, aggravated by 
his father’s addressing him in most uncomplimentary terms, The next day the 
father in his sobering period took pains to show his affection for the boy but with- 
out apology for his previous remarks, The boy, on his part, formally disposed of it 
all by excusing the remarks as those of a drunken and therefore irresponsible man. 

From this moment on he felt insecure, lacked self-confidence, was uneasy about 
his father, began to feel others must know of the trouble at home, and began to 
experience cramps and loose bowel movements with urgency when he was invited 
to the homes of his friends, especially those more favorably situated from a social 
and economic standpoint. 
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There was a period of relative calm when he went away to college and discovered 
that his intellectual assets compared very favorably with those of others. After a 
short period of employment elsewhere, he joined the company he has been with now 
for seventeen years, and in this time has risen to a post of considerable responsi- 
bility, enjoying the esteem of his fellows, subordinates as well as superiors. He 
feels, however, that his difficulties have thwarted the fullest exploitation of his 
talents. 

He is formally religious, a leader in the church, and has felt that if he had 
enough faith he could rid himself of his troubles. He is happily married to an 
exceedingly capable, stable woman, approved for him by his mother and father. 
They have two children, The sex adjustment is good, but intercourse has for years 
been followed the next day by an increase in the diarrhea. 

Ho reports that his bouts of gastrointestinal distress come when he is unde: 
great strain, after physical exercise and in certain social situations, as for example, 


when he is told by his wife that they are invited to dinner at his boss’s home. 

The treatment was carried out in a total of twenty-two sessions. He and his 
wife (and later the two children) boarded in the country nearby and he came to my 
office daily except Sundays. He proved himself intelligent, eager for help, eoura- 
geous at investigating possible clues explanatory for his trouble, whatever the im- 
plications they bore, and with considerable ability to plan his day outside of the 
session hours in such a way as to secure the maximum of relaxation and enjoyment. 
On the other hand, he showed the neurotic’s well-known propensity for introducing, 
time and again, devious explanations of his trouble, despite the obvious factors at 


work. Specifically he did his best to reject an emotional origin of the trouble in 
favor of dietary indiscretions, changes in his medicines, the effects of sexual inter- 
course, etc., because he felt that emotional disorders were somehow blameworthy. 

The treatment brought to light the following items: 

1. The lack of confidence that his father’s degradation aroused in him is entirely 
in the social sphere. Hence the visceral reactions are manifested almost entirely in 
social positions, where it is desirable that he appear in a good light. 

2. He always secretly felt that somehow his visceral trouble was equivalent to 
‘lacking guts," and he early resolved never to let his wife have reason to be ashamed 
of him as his mother had been with his father; hence, in part, his strong, moral bias 
and religious formalism, as exercises in maintaining ‘‘guts’’? or moral character, 
Actually his reasons for his religious attitude were purely defensive and lacked some- 
what that essence of emotional satisfaction which should be part of the religious 
experience. He felt he never quite achieved the total surrender necessary for complete 
peace of mind. 

3. He bore great resentment against his father which he successfully squelehed 
until the past year, while on vacation, when he found it hard to live mith his 
father’s temper outbursts. Not only did he suppress his resentment against him, 
but against everyone else, with the aid of moral and religious ideas which made it 
a virtue to surmount it, He was noted at home, at work, and elsewhere for his 
restrained manner. Only in the last week of treatment here did he become fully 
aware and vocal about his true feeling toward his father. The opportunity arose 
when his father suddenly and without warning arrived in Baltimore because he was 
so anxious over how the son was progressing and could not wait for news. After 
this episode the patient experienced а marked setback in his emotional ease and 
bowel functions, and sought explanation in all the old dodges: his diet, his medi- 
cine, the summer heat, even recent intercourse. Finally, by constant pressure, he 
was brought to face the real trouble, and from that moment on he spontaneously 
brought to the discussion many instances of the relation of his father to his upsets 
and his resentment over it. 
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He probably covered his resentment because of his desire to protect his mother, 
but the latter’s open break with the father and her patent loss of affection for him 
seen in the past few years made it easier for him to follow suit. 

4, He tended to excuse himself from the effort ‘of elucidating conditioning fac- 
tors on the basis of being hereditarily tainted, since his father had had to quit a 
good position in his prime in part because he could not stand the social contacts 
connected with his work. He discovered by actual operation of his own performance 
that heredity could mean nothing more than a tendency or potentiality and that 
whether this eame into active play depended on his recognition and understanding 
of his sensitive spots and his emotional control. 

5. He learned that it was imperative for his welfare to eut the emotional ties to 
his family—ties under which he for some time had been restive but which he saw 
no way to dispose of with his set of ideals. 

6. He saw that his present trouble was an echo from the past and actually a con- 
tinuation of the old struggle of his youth, with new people falsely taking the part 
of the earlier participants. In essence, it was as if he were continually re-enacting 
the drama of his youth, with himself still that dependent boy. 

7. He basked and thrived in a paternalistic economie setup, and he began to con- 
sider seriously the advisability of changing this by moving off the company grounds. 
His wife objected to such a move for practical considerations, and these have won 
out, but at least he is aware of the dangers to his welfare in the setup and may be 
able to guard against them. 

The treatment began auspiciously enough, but the patient had to be steered away 
from useless repetition of symptoms and encouraged to undertake an all-out survey 
of his personality as that was reyealed in his development, Part of this material, 
in the form of an autobiography, was written by the patient and furnished much 
factual material, as a framework on which to enlarge certain topics of potentially 
greater interest, 

The first ‘‘break’? in the story came with the recital of the family tragedy at- 
tendant on his father’s ‘‘nervous breakdown’? and his alcoholism, The patient had 
already disclosed the fact of his father’s alcoholism and the trouble this had made 
for his mother through the years and of his own excusing it, but this material was 
of no yalue until he much later told of the discovery of the tragedy as if it had 
come ag a ‘second thought.'' The obvious importance of this for the development 
of his social uneasiness and the bowel symptoms had been lost for years in devious 
explanations, such as, for instance, a bout of ‘‘food poisoning’? at summer camp at 
the age of 16. His ‘‘memory’’ improved as treatment progressed and he was able 
finally to see the significant relationship. 

s ‘The second real success was Scored on the occasion of the father's visit. At that 
time he had already achieved intellectual insight into the relationship of his father 
to his trouble, but obviously considered it only as a tenable hypothesis, The emo- 
tional storm on the occasion of his father’s visit clinched our view of the matter, 
after a brief final effort at subterfuge in old explanation for the return of his trouble. 

1 During the period of the treatment, he was taking luminal and belladonna three 
times daily, and this was continued on his return home. A short stay at his father's 
on the way to his own home provided further ample evidenee of the essential dis- 
turbing factor in his father’s unreasonable temper and the unresolved bonds 
between them, 

The patient was a signally favorable patient to treat. He was eager for help 
and was just depressed enough so that any help given him was much appreciated 
and resulted in a burst of optimism. He was intelligent and inquiring and brought 
to the study of his problem a keen talent for analysis. Furthermore, there was not 
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the least trace of resentment to the physician when significant factors in his past 
were discovered, Steady insistence on consideration of the obvious psychological 
issues overcame the neurotic tendencies to seek refuge in subterfuge. The wife's 
steadiness, her insight into the practical difficulties, and his generally submissive 
attitude to her and to the physician were all favorable factors. 

In the six years following he has continued to live at a decidedly better level 
than previously, despite occasional bouts of the old difficulty. One bout was pre- 
cipitated by the turmoil oecasioned by the parents moving far away. The father 
managed to make him feel somehow guilty over it, but he made no move to prevent 
their going. It has been a real contribution to his welfare. ы 

Не has shown a tendency to live by а reiterative application of the lessons learned 
here rather than to develop more understanding by his own analyses of situations. 
lle has advanced steadily professionally and has met very well the broader social’ 
contacts incident to his new position. In general, he is pleased with his own progress. 


The facts may be sorted as follows: 
Difficulties 


|, Difficulty of emancipation from parents. 

*. Only child. 

i. Close ties as child and young man, in interests (boating, ete.). 

v. For years visited father and mother every weekend—even after marriage. Wife 
finally rebelled, and he went alone. 

1. Set up father and mother on farm—he paid for most of it, at time when he could 
ill afford it. (They were hard pressed financially and he felt obligated to—in 
extenuation.) . 

* Wrote them very frequently till recent years. 

Г. Spent summer vacations with them always—rationalized on the basis of his need 
for gain in weight, that he prospered with mother’s cooking, and that the chil- 
dren should come to know their grandparents. 

у. Father's outbursts more clearly related to patient's acute gastrointestinal upsets, 
which patient always attributed to ‘‘flu,’? diet, overwork, or exertion, ete, 

1. Solicitude for father in episode here under treatment. 

2. Social uneasiness. 

a. Desire to appear in good light with others whose opinion he valued: people with 
more money, and social position. Lived on ‘‘wrong side of railroad tracks’’— 
tavern across street—source of acute embarrassment to him, Own confidence 
shaken after discovery of father’s drunkenness. 

b. As a young bachelor, timid in making friends. Fell for designing women, but 
was never the aggressor. Best friend a young man, college chum, T jd 

е. Present difficulty—feels uneasy over social contacts with superiors (their families, 
outside the factory). Essential social uneasiness throughout, displaced in his 
thinking to one over physical status and performance, 

3. Distrust of own character. 
a, Feels his illness is really a ‘‘lack of guts.’” 
b. Thinks trouble hereditary (identifies self with father) and so nothing to be 


done about it, S 
c. Intense religious formal participation, as effort to bolster self-esteem, morale, self- 


discipline. 
d. Vowed never to let his wife down as father had let his mother down. 
4. Somatic difficulties. К 7 
a. 1917—First attack of indigestion at age of 16, with gas and diarrhea; left him 
“bowel conseious.’? (Revised later, with symptoms coming three years earlier.) 
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b. 1921—Appendectomy after three acute attacks of abdominal pain—probably un- 
necessary. 

c. 1924 or 1925—Studied at another hospital because of abdominal discomfort and 
tendeney toward diarrhea, which had become prominent. Told not much wrong 
with intestinal tract but heart in bad shape (bradycardia), and would live only 
n year, Went home and was taken for opinion to another physician who told him 
that the heart irregularity meant nothing. This shortly disappeared. 

d. 1925—Gall bladder drainage, 

е, 1926—Gall bladder removed—probably unnecessary. 

f. 1927—Question of amebiasis discussed. 

g. 1929-1941—Reeurring bouts of diarrhea. 

h. 1936-1941—Passed quantities of mucus when diarrhea was severe, 

i, 1939—Course of emetin intramuscularly, which made him very sore and increased 
his diarrhea. (No evidence of amoebae.) 

j. January, 1941—Весате more fatigued, lost weight; more abdominal discomfort, 
inerease in diarrhea and amount of mucus in stools; more apprehensive, tense, 
slept poorly, advised to get away from work. 

k. June, 1941—On father’s farm, sleep improved. Many emotional storms there. 
Thought to have the **flu''—now thinks due to emotional bouts, Depressed some- 
what. 

1, June 30, 1941—Admitted to Johns Hopkins Hospital, 

m, Discovered that nleohol made him more at ease but mostly refused it becuuse of 
father's example, 


Assets 


1. Intellectual growth and work record, 

a, Good but not outstanding student, College record satisfactory. Special talent for 
engineering research, Work record one of steady advancement and satisfac- 
tory professional relations with his colleagues. 

b. Complete confidence in his professional abilities, in fact feels self superior to 
most of his colleagues, but partially thwarted by his long-standing difficulties. 

2. Family formation, 

а, Stable family, well adjusted sexually and otherwise with wife, who was ap 
proved for him by his mother; she thoroughly emancipated from her family. 

b, Proud of his children and determined to do the best for them. (Wants more.) 

с. Inereasing importance of his own family as against parents as the center of 
his interests, Began to see that visits to his parents’ home in summer con- 
flicted with duty to his children as well as being against his own interests. 

3, Interesta—range of. 

а, Physical exereise—as n child—carried over to adult life—bonting, swimming, 
fishing, driving. 

b. Religious—in effort to secure peace of mind and physical ease, tithing, classes, 
home religious exercises. 

е, Mechanical hobbies, 

d. Movies, reading. 

4. Good habits, In appetites, sleep, thrift, regularity and orderliness, 


Nausea.—Nausea may be an expression of disgust for a given situation. 
A young man was the only medical student to be invited to a faculty fare- 
well party for a distinguished member. He was both flattered with the 
invitation and awed by the special position he felt this placed him in. The 
party, a dance, was to start at 10 o'eloek. At 9 o'eloek he laid out his 
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dress suit and bathed. As he prepared to dress, he felt nauseated, and 
io compose himself lay down on the bed. He awoke at 4 o'elock in the 
morning, the dance safely past, and with an airtight alibi for his absence. 
ile realized instantly on awakening the implications in this experience 
and used it to further his self-analysis. Suppose, however, that he had 
not realized it, as so often happens in circumstances potentially more 
hazardous still to the self-esteem, and in persons without benefit of 
psyehiatrie training or intuitive insight. There easily eould result the 
rounds of doctors, with the customary gastrointestinal surveys, attention 
to diets, food phobias, ete., and an ever expanding hypochondriasis and 
anxious self-concern, 

Recurring bouts of nausea with or without vomiting should be carefully 
studied for an habitual reaction of disgust or aversion to certain psycho- 
logical situations. They may also point to the so-called abdominal mi- 
graine, to be treated with ergotamine. 


Neurotic Disturbances in Eating.—Neurotie disturbances in eating are 
offen noted in two clinical syndromes: (1) compulsive eating alternating 
with starving; and (2) anorexia nervosa. 

In the former, eating is used as a primitive method for relieving anxiety, 
and in general the nature of the anxieties is nearer the surface than in 
the ulcer eases, The patients recognize that the excessive eating is not 
ihe result of hunger, and that its effects bring cosmetic disaster, leading to 
more anxiety and consequent attempts at starvation. 

The following cases illustrate these facts, and the efforts to gain relief 
in therapy. 


Mrs, B, S., aged 38 years. 


Compulsive eating in a setting of difficulty in adjustment in a new country, with 
a growing sense of her uselessness to her husband for whom she had sharply reduced 
her weight at the time of her marriage, Recovery with insight and good all-round 
adjustment in only two therapeutic sessions. 


The patient came to consultation complaining of attacks of inordinate desire for 
sweets, in which attacks she would eat a pound of candy and raid the icebox for 
sweets, ending in a feeling of remorse and shame, The attacks began in the last 
months of a pregnaney which ended 18 months ago. The pregnancy was accidental, 
was not desired, and she was deeply resentful over the fact, although her religion 
prevented her from doing anything to terminate it. Her husband had wanted the child, 
and this added to her resentment, 

She had married him just after college and to make herself more attractive had 
reduced her weight from the usual 160 pounds to about 130 pounds. They had been 
most happy, living in foreign countries where he was on assignment, and where her 
European background contributed to their success and her feelings of personal 
security. There were 9 pregnancies and 5 miscarriages before the last pregnancy 
mentioned above. 

A few years before the present illness her husband had retired from his overseas 
service and, being an American, had brought the family to live in this country. 
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He quickly accustomed himself to the American way of life and soon found himself 
pleasantly’ involved in the local business, social, and political life. He was, in short. 
delighted to be home again. y 

He failed to sense the sharp change in his wife’s life, with a deterioration of her 
satisfactions, and of her sense of usefulness to him and of his apparent need for 
her. She was morose, unhappy, full of feelings of frustration. Her European charm 
and her unusual intellectual and social assets were hindrances in the small town 
view, or so she felt. 

In this setting the pregnancy occurred. Her husband’s delight emphasized the 
discrepancy between his expanding and her contracting universe. When the child 
came, she hated it and could not bring herself to take any active care of it until 
just before she came for consultation. 

She was aware of her resentments, and the material indicated above came readily 
in two interviews. 

The physical examinations failed to indicate any endocrine-metabolic disturbance, 
and despite her eagerness for sweets she weighed only 100 pounds. 

Discussion with the husband showed that he had been relatively oblivious of her 
mental state, and that, when physical examinations previously had been normal, he 
had suggested to her that she was slumping into invalidism for whatever she could 
get out of it (in attention, presumably), This, of course, had widened the breach, 
leading at one point to her suggestion that he divorce her, since she was no longer 
useful in the situation. 

Actually he was deeply in love with her, and his thoughtlessness was attributed 
to an intense absorption in the American scene, after years of living in exile, and 
a rather boyish enthusiasm related to his self-confidence and self-esteem. In this 
instance he had failed to see her viewpoint and she had been too timid to advance 
it, taking the sensitive position that he should, if he loved her, see it without being 
told of it. 

A single conversation cleared the atmosphere, and their good relationships were 
re-established, Another conversation suggested practical ways in which her unusual 
talents could be put to use in ways acceptable to the community. 

Subsequent information from her has shown her (and her husband) making a 
good interpersonal and social adjustment, and the newest child is fully accepted. 


Miss D. K., aged 18 years. 


Compulsive alternating eating and starving in a psychopathic girl from a strongly 
neurotic home, with shallow interests, a deep sense of inferiority, with neurotic fears. 
A lack of normal mothering and fathering were important causes for her lifelonz 
insecurity. Slow, gradual improvement under treatment. 


This young woman complained of being moody, fat, worrisome, “І guess I'm 
really spoiled. I don’t get on very well with anyone in the family. It all stems 
from my dieting. I get painfully thin, then fat like a pig. I get irritable and take 
it out on them. My weight varies from 116 to 150 pounds. 1 get morbid, eat in an 
orgy; then I diet and get thin.’’ 

These ups and downs have been going on for several years, last four to six weeks, 
and come without any regularity. She couldn’t state the object of her morbid pre- 
occupations which always initiate her eating spells, but she seemed to sense some 
relation to her lack of persistence in any effort. She had quit high school in the 
third year, had had several jobs of the caliber of night club assistant and stenog- 
rapher, but gave them all up after a few weeks. She had no idea of what she 
wanted to do or to become, 
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‘ler mother saw her as a glamor girl and hoped eventually to see her in the 
The patient was doing her childish best to live up to this expectation, with 
vividly painted nails and lips, bleached hair, extremely revealing sports clothes, 
which at the time of admission were bursting at the seams, and with chain cigarette 
smoking. 

She is the only granddaughter in a household including grandfather, mother, 
аши, nnd uncle. The mother was divorced before the patient's birth, works as a 
steuographer, and is called by her first name by the patient. The patient says she 
loves her mother but is bothered by her mother having the same concern about her 
own weight as over the patient's. The household is thoroughly undisciplined, neu- 
rotic, and full of empty ambitions. The mother sensed this and referred to the 


mi 


daughter as an **emotional eripple.’’ 

‘The patient had had sexual relationships since she was 17 years of age and gained 
no satisfaction therefrom. She described herself as having an inferiority complex; 
she felt she was not pretty (actually she was, potentially), not bright, ete. Other 
girls were actually jealous of her, wouldn't introduce their dates to her. Yet the 


never spoke ill of anyone and saw good in everyone else, She had a good 
: voice and gained two scholarships at the Conservatory but had to let them 
beenuse of carsickness. 

The mother said that the daughter had never really had a mother or father and 
would have been better off if she had been placed in a foster home as a baby. 
admission to the Seton Institute the patient weighed 148 pounds for her 5 feet 
in height. She was superficially friendly and cooperated in a personality 


patie 


Or 


2 inche 


study which underscored her affectional insecurity, her need for love, and her irre- 
sponsibilities, She was encouraged to accept a greater degree of responsibility for 
her conduet, and to plan short-term goals in keeping with her demonstrated assets. 
She cooperated to the extent of choosing and maintaining a reducing diet. She gave 


up her provoeative habits in dress and speech, and became less insistent on **having 
her зау’? at the expense of the environment. She was generally well liked at the 
hospital by the other patients and staff. 

Since her discharge from hospital after four months’ stay, she has continued under 
outpatient care and is earning the money for her treatments. The mother has gained 
some measure of confidence in her proper róle as mother and was able to seale down 
(or up?) her absurd ambitions for the patient. 

Diagnostieally the patient presented a. neurotie personality (or psychopathie person- 
ality) with alternate periods of starvation and of gluttony as reactions to her neurotic 


Anorexia Nervosa.— . 
Miss R. O., aged 18 years. 


Reduction of food intake, entered on voluntarily in a compact with a sister, led 
to tenacious slow Starvation, which the patient denied. She frustrated all efforts to 
Correct this situation, guarding carefully her motives. She was coolly detached or 
Openly hostile, depending on the degree of interference with her self-imposed regime. 
Improvement after she ‘‘escaped’’ from hospital and active attempts at therapy. 


The patient was brought by her family for medical care after four years of reduced 
food intake, with coincident loss of weight to about 70 pounds. She herself came most 
unwillingly, asserting that she was quite well, although a bit thin, and she saw no 
reason for the parents’ concern about her. She denied vomiting her food, She only 
answered questions, offering nothing spontaneously. She was polite but latently hostile, 
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^ bolstering it with a flat affeetless coolness strongly suggesting the 
» ophrente reaction, Her latent hostility to her entire family with the 
ex ^ iton of the sister (against whom she later turned when the sister gave 
un bor part of the compact) was obvious, but could not be further defined 
because of her attitude to treatment, 

‘ho "esenpe"" from hospital, followed by better spirits, inereased eating, 
eng up her only interest in favor of others—all appeared to have the 
purpose of declaring her independence from those trying to help. Help 
to her meant only interference, 


Genitourinary Disorders,—The genitourinary disorders inelude payehle 
imioreney or frigidity, sterility, ureteral spasm, urinary frequency and 
urgency, excessive nocturnal emissions, priapism, ete. LV 

б! showed that dogs suffering from a ‘‘neurotie’’ eonfliet, 
in the traditional manner by prolonged exposure to Inereasingly diffieult 
fii ntiation of conditioning stimuli, react to the experimental situation 
with es ob eevee ini v 
ual, with prolonged ereetions and ejaculations, Similarly, human, eon. 
{төп} by an пепо anxiety, with no specifie sexual coloring, may suffer 
Ө}! оп with or without emetion. T 

This, however, must be a phenomenon infrequently observed, or at 
reported, More common are the disorders of the peyehosexual life, espe- 
ciall; payehio impoteney in the male, and Ия counterpart in the female, 
friv: lity, in thelr various manifestations and degrees. 

These disorders come about through a failure of the sexual situation to 
provide a suitable provocation, Man, and eivilized man expeclally, is char- 
acterized by (1) the fusion of the tender emotions with the sexual instinet 
in variable proportions as love; and by (2) the selectivity of the prooem 
directed to a special love object, and in general toward one such object, 
transiently or permanently, 

Disorders of the types under discussion тека from disorders in the 
fusion of the tender emotions and the sexual instinet, and from disorders 
in the selective procom, Generally any case presents an admixture of thase 
factors, a common one being seen in those men who are potent with prow 
titutex, for whom they hold no affection, and are impotent with the women 
they “Jove,” 

I rd to the disorders of selectivity, а further diffeulty ia noted in 
(ов cosas of impotenzy wich ses an a Майн of Мн ar overt homens 
чау, in whieh the opposite sex as a elam, rather than any certain in- 
dividual of the sex, fails to qualify as a satiefactory love object. Ti ie mont 
important to make this differentiation early, for the treatment will vary 
accordingly. 


276 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


2 


The following cases will illustrate some features of the problem. 


Mr. J. L., aged 33 years, accountant, married. 


Psychic impotency as a direct result of suggestions concerning the correct behavior 
of a husband to a wife from the strongly dominant mother, reinforced by fears of 
female sexuality related to a premarital sexual difficulty. Cure with distributive 
analysis including dream analysis. 


The patient, married for 24% years, had never had adequate erection or penetration, 
‘or suffered from ejaculatio praecox and early loss of erection, except for ten days im- 
mediately after his return from a year's separation from his wife in overseas service. 
He had been deeidedly attraeted to her sexually in the year of their courtship and was 
greatly surprised at his failure on the honeymoon and at the continuation of the failure. 
This was all the more unexplainable to him since he had had several mistresses and had 
never experienced the slightest sexual difficulty. 

He was an intelligent man, quiet, thoughtful, inquisitive about his own state, and 
courageous in seeking explanation, Treatment lasted intermittently for a period of 
four months with a total of 11 sessions. 

The following facts were pertinent: 

1. For the first years of his life and well into adolescence he was an intense partisan 
of his mother who looked down on his father for his lack of financial success and 
aggressive qualities generally, and for his undemonstrative nature, This was climaxed 
in a denunciation of him before the patient: ‘‘The only time you are nice to me is 
when you want something,’’ which the patient already understood to mean intercourse. 
From this he seems to have gathered that a proper husband is aggressive professionally, 
is successful, and is affectionate without making sexual demands on his wife. In this 
manner he was treating his own wife and justifying his mother’s definition of a proper 
husband, 

2. His premarital sexual ventures were always squared with his conscience by a clear 
declaration to the girls that it was all in fun, meant nothing serious, and in fact they 
were exclusively sexual adventures. With his wife no such stand was possible, or con- 
templated. Notably, he had not approached her for intercourse before marriage. 

3. He had one disagreeable sexual experience before he began the courtship with his 
wife, when the girl declared she was pregnant. This was all a fake and he ‘‘ got rid 
of her," but there was quite а lot of ugly gossip and he lived in terror of her through 
her threat to get revenge in an unnamed manner. 

His fear of the female acted as a further frustration to his conscious desire for 
intereourse with his wife, until this point was well ventilated through the recovery of 
his actual emotional reactions to the experience—the bare historical facts had long 
been known. 

4, The transient period of satisfactory (to him) intercourse on his return from 
service was the result of long abstinence accompanied by appropriate wish fulfilling 
daydreaming and was ebruptly terminated by his belated observation that his wife 
was not having orgasm, This recalled his deep-seated feeling of obligation toward the 
wife, in accordance with his father’s instructions to him concerning intercourse, 

After the points above were fully covered, he regained his potency (actually gained 
it for the first time in the best sense of the term) shortly after a dream in which a 
female sexual symbol which was conceived as the most ferocious of wild beasts was 
finally vanquished in combat by the male symbol. Successful intercourse was achieved 
spontaneously, with no attention paid to the timing of the orgasm, and his wife for 
the first time also achieved orgasm. 

He finally achieved the fusion of the best points of his mother’s and of his father’s 
prescription: to be kind, thoughtful, affectionate, successful, and potent. 
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lrs. €. R., aged 36 years. 


mplete frigidity in a married woman, of a deeply neurotic nature, concerned 
ouly with her beauty and self-enhancement in the eyes of women and men; with deep 
inferiority feelings; with no capacity to love or to give of herself affectionately; 
with a chameleon-like attitude to others as a means of ingratiation. Sexually frigid 
mother, who looked down on the father, and a lack of affection in the home. 


lhis patient was referred by a gynecologist whom she had consulted with the com- 


plaint of frigidity. 

She had been married nine years and had never had any pleasure from intercourse 
with her husband, and she declared that the thought of going on through the coming 
years having to submit to his sexual wishes was almost unbearable. 


Пу before consulting the gynecologist she had agreed to intercourse with 4 
| friend with the general idea that she might find out if the trouble were inherent 
or in her husband, The man was impotent, She was so disturbed by it all that 
ght medical aid, 

‘Ve period of observation and treatment lasted about four months, during which the 
following facts eame to light. 

"he patient, a beautiful woman, had never experienced love, although she had 
bees pursued by many men, and she had imagined herself infatuated with them all. 
Her definition of being in love was ‘‘to have а man who would do anything for you.'* 

7. Her husband married her by snatching her from under the nose of another admirer, 
All (he while she was preoccupied with thoughts of a third man, The husband seemed 
to be satisfied with simple possession of her and never showed the slightest trace 
of distrust, jealousy, or visible annoyance at her apparent coolness. 

5. She met the ‘*friend’’ early in the marriage, felt herself in love with him, as he 
seemed also to be, and imagined with pleasure intercourse with him. She felt that the 
act was inevitable some day, yet she never cared for his intimacies. 

4. She never trusted any man and believed that their attentions resulted from her 
beauty, not from her character, The friend eame the nearest to breaking through this 
mistrust, and he finally failed her also, when, caught by his wife, he pleaded that he 
was the innocent vietim of our patient's wiles. 

5, The patient wanted most to impress women with. her own value, but she almost 
always felt she failed miserably in this, Actually because of her rare aloof beauty 
men went after her, and women envied her, yet she had several elose women friends 
whom she kept tied loyally to her by consulting them at every turn as if she were 
utterly helpless. Tt was a device she used habitually: to do as others wanted her to 
do, or as she fancied they wanted, as a gesture of ingratiation. 

6. In the baekground were a father and mother who had not slept together in years. 
The patient slept with her mother, and her brother with her father. The mother 
dominated the home, and looked down on the father as socially ineffective despite his 
financial success. Нег early years in school were remembered for her social isolation, 
despite her superior intellectual achievements. 

This all pointed to the deepest feelings of inadequacy and a chameleon-like existence 
in an effort to achieve social acceptance. As a consequence of a lifetime spent in this 
fashion, she had not the slightest conception of what her own inner desires and feelings 
were, and her life was spent in fruitless efforts to do what she imagined others wanted 
her to do, She was rather successful in a superficial way, but failed in intercourse since 
she could bring to the experience no affection and only mistrust of men. 

The patient could not pursue treatment very long as she had to move away with 
her husband. Нег <‘consolation’’ was that if he were around steadily for a while she 
could get used to him and so find intercourse endurable. 


in her 


she 


278 ABNORMAL BEHAVIOR—PATHOLOGY AND PSYCHIATRY 


Evidently this patient suffered from a very deep-seated character twist, for which 
the presenting complaint of frigidity was a totally inadequate summary. 


Sterility Опе encounters cases of sterility in which both partners ap- 
pear to have quite normal sexual organs and no obvious disorder of func- 
tioning. Intercourse is pleasurable, with orgasm. There is an intense 
desire for children. It has been noted that either partner, if subsequently 
paired with another, may produce offspring. Further it is noted that 
adoption of a child may be soon followed by pregnancy. Helene Deutsch’ 
sees in such cases a disturbance in the female function in intercourse, with 
an expulsive instead of sucking action of the vagina and cervix at the 
height of orgasm, The woman is not properly submissive and plays too 
active a róle in intercourse. 

The effect of adoption in such a case is to bring out in her her essential 
female submissive role through the growth of motherly feelings. 

The psychiatrist may never be privileged to observe this sequence of 
events in any case of sterility in the female, yet he may not infrequently 
have the opportunity of throwing his weight in the direction of the growth 
of motherliness through urging adoption, after overcoming prejudices. 
Experience shows that motherly women accept adopted children in the 
same way they do their own. 

Proper safeguards for foster parents and for children are vouchsafed 
by the procedure of trial adoption as practiced by the Cradle, in Chicago. 


Dermatological Disorders.—The most common dermatological condi- 
tions with important psychogenic components are eczemas (with or with- 
out association with the asthma-hay fever complex), atopic dermatitis, 
alopecia, perineal pruritis. 

The following case of severe atopic dermatitis illustrates some points 
commonly found. ? 


Mr. С. В., aged 25 years. 


Severe atopic dermatitis in a young man ‘‘caught’’ in the Army, later in mar- 
riage, and who could brook no restraint. A long history of enuresis alternating with 
pouts of eczema. Marked resentment to his family on whom he was still dependent 
(in the illness), and against his wife, whom he also loved ambivalently. Restiveness 
under treatment and finally balking at it completely. Marked improvement with 
short-term ventilation of the problems, and with improvement in the marital adjust- 
ment and in economic sufficiency. 


This patient came to hospital with a severely thickened, edematous, reddened skin, 
showing excoriations from scratching, bleeding, or exuding serum. The condition 
affected the entire integument, and had been present in variable intensity for over а 
year, He had had eezema off and on since childhood, with a relatively free period 
during his high school years, but cropping out again in college and in his work after 
college. It had not prevented his entering military service, but with the flare-up of 
the severe atopic dermatitis, he was discharged. 

He had married a little over a year before admission to hospital and had been rela- 
tively free of all skin trouble for the two weeks of the honeymoon, only then to come 
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down suddenly with the severe attack, Sexual relations had been normal, but all sex 
desire disappeared with the onset of the severe skin condition, and the patient suffered 
severe guilt feelings over the first year of marriage. 

llis condition quickly became worse in hospital, and it was established that this was 
directly related to his chagrin and resentment at his loss of ‘‘control’’ of the situation. 
The same reaction he felt was present in the military situation and in marriage: he 
felt no longer free, although he had voluntarily entered into both the military service 
and marriage and with great desire, 

Inquiry showed that he was an overly ambitious young man, with a great urge to 
justify the family’s expectations of him, while at the same time resenting the family 
intrusion into his life. Sinee his family had to contribute financially to the upkeep of 
his menage, there was a conerete problem confronting him in the monthly check. 

He had suffered from enuresis to the last year in high school, and was most em- 
barrassed by it. This disappeared as the eezema reappeared on going to college. 

lle had suffered from feelings of sexual inferiority in comparison to his fellows in 
college, and had been concerned over his relative lack of appetite for smutty jokes and 
visits to houses of prostitution, He had slept one night with his fiancée but had not 
siicupted intercourse, Instead he scratched himself all night, Не was surprised at 
his own potency on the honeymoon, but with the onset of the dermatitis had not wanted 
his wife even to touch his skin, 4 

severe night sweats during the illness followed on dreams of a troublesome nature, 
ng his sexual and other inadequacies. 

ilis scratching was compulsive, as also was his use of the various ointments prescribed 
by ihe dermatologist. Seratehing served to relieve tension, and was continued until he 
made himself bleed or ooze serum (suggesting a masturbation equivalent). 

When these points were established, and he accepted hospitalization as necessary, he 
cased notably, was eager to cooperate in discussion of his personality and the concrete 
situations confronting him, and his condition quickly improved under conservative 
symptomatic treatment (oatmeal baths, ointments), 

That cooperation was limited was evident, however, in his strenuous objection to 
typhoid serum injection. Despite the fact the skin condition improved notably after 
each injection accompanied by a temperature rise and a chill, he found a thousand 
reasons not to submit, On this point, he was adamant and treatment failed to resolve 
his attitude. Despite this, within a month he was able to be up and about, fully 
dressed, to go on long walks about town with his wife, and was not conspicuous to 
casual observation. Furthermore, his sexual desire returned along with his willingness 
to allow his wife to assist in his treatments, and sexual relations were resumed with 
satisfaction after a year’s impotency. 

He left hospital, effected a satisfactory practical solution of the family financial 
assistance, got a job of his own, and moved to the Southwest on his own initiative and 
with the advice of the dermatologist. Since then he has returned to the East Coast, 
without further detriment to his condition. He has continued to have eczema as he had 
had most of his life, but the aeute attack subsided with his growing acceptance of the 
loss of freedom ав a tenable loss counterbalanced by the pleasures of marriage, and 
the development of a measurable degree of emancipation from his family. 


Asthma.—Bronchial asthma has been studied by internists, allergists, and 
psychiatrists, as part of the asthma-eezema-prurigo syndrome. Long ago 
neurotie or other personality issues were seen as being prominent features 
in the ease, and variously attributed as causal, accidentally provoking, or 
residual features of the illness. 


portray 
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The Chicago Institute of Psychoanalysis group® sees in the asthmatic 
attack a substitute reaction for crying, the latter being repressed. The 
desire to ery is provoked by circumstances threatening the loss of parental 
love and affection. Typical situations were: 

1. Fancied sexual temptation, or incest wish, parental seduction. These 
workers stress that overt sexual gratification is not accompanied by asthma, 
and indicates a mastery of the fear of the loss of parental love. 

2. Pregnancy in the parent with the threat of displacement of parental 
affection. 

Between attacks the patients are said to be symptom free because of a 
resort to certain defenses against the anxieties above: (1) Through recon- 
ciliation with the parent by being docile, good children; (2) by aggressive 
repetition of the traumatic situation which was itself passively experienced ; 
(3) withdrawal from the temptation situation and so securing independ- 
ence by auto-erotic and anal erotic substitutes. These defensive mechanisms 
are said to explain many features in the overt personality of asthma 
patients. 

The solicitude of parents of asthmatic children has been noted by Roger- 
son? and his associates. This superficially is not to be wondered at con- 
sidering the violence of the attacks. Yet oversolicitude may at times be 
shown to precede the onset of attacks. 

-One may assume that asthmatic attacks, just as headaches or other psy- 
chosomatie phenomena, may be used by patients to gain neurotic ends, in 
this ease possibly to gain a demonstration of continued good will, when 
erying might prove ineffective or actually damaging since the inner causes 
could not be divulged (if indeed they were known). 

There may be a clue to differential factors in any one case by the pre- 
ponderanee of difficulty in expelling the breath as opposed to difficulties 
in inspiration, The latter is a more common complaint in classic cases 
of anxiety. 

The following case* will illustrate some of these items. 


Mr. К. 8., aged 31 years. 


Severe asthma since the age of 14, related to his inability to cope with the mas- 
turbation problem in an intelligent, dominating homosexual. Improvement with dis- 
tributive analysis. Death in status asthmaticus. 


Complaint.—Severe asthma. Long spells of status asthmaticus with great prostra- 
(ion, Hay fever, Some prurigo eczema, 

History of Asthma Attacks.—Asthma began at the age of 14 with a sense of con- 
striction in the chest, wheezing, and copious discharge of mucus from the nose. At 
first thought to be catarrhal bronchitis, Correct diagnosis not established for about 
two years. Soon after the commencement of the asthma attacks, patient began to suffer 
severe irritation of the back of the knees and front of the elbows, he would scratch 
repeatedly and this area became the seat vf a dry scaly eczema. 


*This case Was very kindly given me py Dr. С. H. Rogerson, Medical Di a 
Institute, from his extensive records on asthmatic patients. Дераа дев 
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\ чег about a year, attacks of hay fever occurred during the springtime, not neces- 
у associated with asthma. 

+ the asthma became worse, it occurred by day as well as by night, being worse 
in ‘he spring and summer. He was found to be sensitive to house dust and to a wide. 
variety of pollens and other variants. He was given a course of desensitizing injections 
without benefit and many other treatments, but the asthma grew steadily worse until 
he vas incapacitated for weeks at a time, requiring oxygen inhalations and emergency 
e stimulants. By the time he was referred for psychiatric treatment at the age 

һе had marked emphysema and cardiac damage, and psychotherapy was regarded 
ns a last hope. Ы 


Personal History.—He was an only child, greatly overprotected by anxious parents. 
He reciprocated by making extreme demands upon his parents’ attention and, at the 
ape of three, had established a complete domination over them. He would lie in bed 
ht and insist that they keep the door of their sitting room open so.that he could 
hear them at all times, Frequently, he would scream to attract their attention if he 
feli that they were not sufficiently aware of his presence. He showed extreme inquisi- 
ss concerning all of their affairs and soon disrupted their sexual life since he was 
ахз overhearing their activities and would never allow them to shut their door. 

time went on, he directed his demands more and more to his mother, becoming 
irri'^ied by his father if he interfered, which he seldom dared to do. He spent hours 
will his mother and became a very precocious little boy, skilled in feminine activities 
such as cooking and needlework. 

‘his time he developed complaints of palpitation and breathlessness and he used 
to «how off in front of other children by enumerating his various unique complaints to 
their parents in a very adult way. 

{io suffered from enuresis and used to get considerable pleasure from wetting the bed. 

\t school he was nervous and timid at first, but he soon established a highly success- 
ful dominance over his fellow school children by his aggressiveness and high intelligence. 

fe was never particularly interested in girls in a sexual way, but he got on very well 
witl them because of his feminine outlook. With his only girl friend (during adoles- 
cence), he was more interested in her stories of her relations with other boys than in 
any personal exploits of his own. 

Masturbation started at about the age of 11. He experienced the same rather passive 
pleasure in it as he had in bed wetting. However, he soon developed guilt feelings an 
anxiety in eonneetion with it. He desired to tell his mother but eould not. Anxiety 
gradually inereased and he made attempts to overcome the habit, It was in this setting 
that the asthma attacks started. He would masturbate and then lie awake in a state 
of anxiety, wondering if he would die. He would desire to call his mother, but he 
could not tell her what was in his mind. He therefore found his attacks of wheezing 
a convenient exeuse to attract his mother’s attention. 

After leaving school at 16, he went to work in the family business and soon displaced 
his father as the central figure in it. He became more and more the center of the 
family pieture until his father was relegated to the background, The whole family 
life revolved around his feelings and his symptoms. ) 

His sexual life developed in a frankly homosexual direction and he had relations 
with a number of virile young men, This seemed to cause him very little anxiety and 
indeed he was proud of his feminine attributes. Masturbation became more and more 
infrequent, and he lost his sense of guilt in connection with it. 

For three years before admission, asthma had been so continuous and severe that he 
was able to do little work but remained at home criticizing and dominating his parents. 


tiver 


Family History—Both parents nervous and highly strung. Father suffered from 
Severe hay fever. 
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Condition on Admission.—The patient was admitted with very severe asthma which 
was almost continuous. If not given immediate attention during one of his acute ex- 
acerbations he would cry out loudly and stagger out of his room saying that he was 
dying. Indeed he often looked as if he might. 

Apart from his attacks he was a sensitive, intelligent individual with much personai 
charm. 

Treatment.—HBy the time he reached the psychiatrist, emotional factors were not 
prominent as the immediate precipitating factors of his asthma attacks. However, it 
was obvious that bad habit formations dating from his early relationship with his par- 
ents, together with chronic tension and frustration, due to the abnormal outlets which 
he had formed for his aggressiveness, were of cardinal importance. A distributive 
analysis was begun, with investigation into his personality needs and the possibility of 
finding more constructive outlets for them. He was taught to handle his own asthma 
attacks without assistance, giving himself the necessary injections, and he showed much 
ingenuity in doing so. At the same time, his relationship with the group improved 
and he became a popular and successful leader. The analysis was gradually extended 
in the direction of a deeper understanding of his relationship with his mother and of 
his earlier conflicts over masturbation. 

At discharge, although only limited use of these latter dynamic factors had been 
made, he was greatly improved. He had long spells of freedom from asthma and con- 
trolled his attacks with considerable success. He went to live alone in a country 
cottage, ‘‘managing a farm," doing quite well for the next three years. He then died 
in status asthmaticus. 

He showed the typical problem of the asthmatic. A sensitive, highly intelligent 
individual with a great craving to dominate others, whose aggressiveness had become 
diverted into pathological channels with much frustration and tension. 


Asthenia.—As noted in the preceding chapter under the discussion of 
neurasthenia, there is a large number of cases presenting chronie fatigue 
as the outstanding complaint, which seem to combine a 'tired"' attitude 
to life with more or Iess definite underlying physiological factors. These 
latter are: (1) metabolic-endocrine disorders; (2) as a consequence of 
certain infections, notably influenza, the dysenteries, and undulant fever. 
Muncie? has reported cases of hypothyroidism and of hypoadrenalism, with 
profound neurasthenie syndromes, in which any notable bettering in the 
conditions eame only with combined treatment. This is a difficult chapter 
in psychosomatic medicine, for there is no sure relation between the demon- 
strable degree of endoerine-metabolie disorder and the more mental factors, 
and the known methods for measuring fatigue are not very helpful. 

In the case of the post-infeetious asthenias the situation is even more 
confused, yet the reactions after influenza, the dysenteries, and undulant 
fever are so commonplace that there ean be no denial of the clinical fact. 
The diagnostic difficulty arises from the failure of clinical methods to 
furnish adequate answers to these questions: 


1. How long after an acute infection may the fatigue syndrome be 
attributed to the infection? 

2. What is the relationship between the severity of the acute infectious 
process and the degree of the subsequent fatigue? 


f 
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3. What is the relation of blood serum agglutinins, inereased sedimen- 
tation rate, eystie forms, and other laboratory evidences of infection to the 
degree of fatigue? 

+. How may latent infectious sequelae be differentiated from chronie 
infections? 

5. How may treatment be best handled as a check on the diagnosis? 


Mrs. X, aged 45 years. 


An invalid with ‘‘fatigue’’ following convalescence from undulant fever, the 
symptom being ‘‘fixed’’ by her grief over the death of her husband and her inability 
to regain an interest in life. 


This woman eame, complaining of invaliding fatigue five years after a bout of acute 
undulant fever for which she had been hospitalized. During her convalescence her hus- 
band had suddenly died of a heart attack. She had been married only a year and had 
been supremely happy. ‘There were no children, With his death there came over her 
a feeling of futility, which she experienced as tiredness, essentially a paralysis of 
initiative. 

in this case as in others following this paradigm, the patient appeared to continue 
to suffer from a close imitation of the original disabling symptom, through the working 
of other psyehogenie factors, whose effects are not appreciated by patient (and phy- 
1 usually!). In this instance the patient could not achieve a return of her morale, 
st for living, and this lack was held due to the persistence of tiredness, which 
she attributed still to the undulant fever. 


her 


As indicated in the opening remarks of this chapter, there is abundant 
evidence aeeumulated over the years by interested internists and other 
specialists as well as psychiatrists for the general conclusion that phys- 
iological, even structural alterations of the body may be related to special 
states or conditions of personality functioning, commonly expressing cer- 
tain unpleasant emotional states. These may be lumped together as 
tension states, requiring, if possible, further definition in order to arrive 
at the best therapeutic purchase. 

Quite naturally there has been a great research interest in several 
directions: 

1. Better definition of the actual emotional state. The difficulties in 
this matter have been noted already in Part I, and have been alluded to 
previously in this chapter. 

2. The eauses for the channeling of the physiological reaction into 
certain systems or body regions. 

This latter effort again divides naturally into two directions: (1) of 
constitutional, and heredity factors; and (2) of the symbolic (expressive) 
partieipation of the body areas and systems. It is this latter effort which 
has given rise to the phrase 'organ-language." In this eonneetion, the 
expressive values of some physiological reactions are more readily detected 
and generally accepted than are others. For instance, a blushing skin 
may be more immediately telltale for certain emotional states than is 
the uleer syndrome. 
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The developmental history of the human gives some helpful clues in 
this matter, as Alexander has noted in regard to gastrointestinal func- 
tions. Greenacre”? suggests a basic expressive participation in all forms 
of extravasation of water from the body, whether “‘ehanneled’’ by lacri- 
mation, sweating, urination, or by local or general transudative edemas. 

Our language is full of age-old metaphor (see Part I, pages 98-99), which 
contains much primitive wisdom concerning this question. Just how any 
such metaphor rests on the dual bases of the mental state and the physio- 
logical participation is inherent in any psychosomatic investigation. So 
far, empirical observation is far in advance of sure facts in most such 
problems. 

Yet this fact has not served to arouse in some contemporary workers ^ 
spirit of sufficient restraint and caution in the spawning of psychopatho 
logical theory (or speculation). Much current work in the field must be 
read with great reserve. 

Psychological theories deriving from the observation of few eases, whos: 
most obvious value is the titillation of the faney of the author, and thi 
post hoc, ergo propter hoc corroboration of unproved assumptions remain 
the great stumbling bloek to conservative faetual documentation of th: 
subject. In this regard, the psychosomatic field is no different from every 
other field of psychiatry. Its very newness invites wildeat speculation 
When a gold rush is on, a lot of activity besides gold mining always takes 
place. Yet gold is being mined, and continuous assaying of theory and 
practice at diverse hands will bring the true facts to light. 
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CHAPTER VI 
MAJOR REACTIONS (HOLERGASIAS) 


The major reactions are of a sort likely to be more disturbing to the 
psychobiological functioning than are the minor reactions and are clearly 
more than simple static constitutional disorders and simple substitutive 
complaining, These are the major psychoses, historically separable from 
i^ minor psychoses by their committability. Hard and fast demarca- 
tions of the major from the minor reactions are not possible either on 
qualitative or quantitative grounds. Neither are they mutually exclusive. 
A minor reaction may often precede a major development, color the 
evelopment itself, or appear as a sequel to it. 

The facts from the history and direct examination immediately suggest 
ie l'ollowing broad groupings or reactions: 

|. Depression.—Depression is a sweeping reaction in which a dominant 
and fixed mood of sadness or its equivalent appears as the central issue 
deiermining a syndrome whose individual items are best appraised in 
the light of the mood. The mood may be rather diffuse as sadness, blue- 
ness, melancholy, or more topically pointed as worry, or fearful or anxious 
epression. ; 

The reaction presents general slowing and reduction of useful activity, 
loss of initiative through a general feeling of inhibition, slowness in 
thinking, appropriate predominantly autopsychie content as ideas of un- 
worthiness, and self-depreciation, ete., and important physiological con- 
comitants in the direction of a general reduction in the pulse, blood pres- 
sure, appetite, weight, bowel action, sleep, and sex functions. The reac- 
tion is of great personal and social importance because of the danger of 
suicide and because of the actual reduction in general efficiency which 
it entails, 

Pathological depression is to be differentiated from normal depression 
by its greater fixity, depth, and by the disproportion to the causative 
factors. Depression is the major reaction most easily appreciated since 
depression of normal proportions is a universal experience. Yet the fact 
that depression so frequently assumes pathological proportions remains 
a serious challenge to scientific interest. That the reasons are more obvi- 
ous in some cases than in others will be apparent from what follows. 

Depression may occur (1) in rather pure form (as thymergasie depres- 
sion) or (2) as an accompanying reaction to more important develop- 


ments of all sorts, as organic psychoses, toxie reaetions, content-deter- 
The statie eonstitutional depressive 


mined reactions, and merergasias. 
type has already been considered. 
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It is important to note clearly from this that patients do not show either 
depression or something else, but are or are not depressed; and, if they 
are depressed, the issue is leading or more incidental, and with more or 
less clarity of form. 

9, Excitement.—Excitement is characterized by general overactivity 
(1) in a setting of dominant and fixed moods of elation or anger or (2) 
as a feature of other reactions, organic, toxic, or content-determined. 
Push of talk and activity, of an aggressive, expansive, and irrepressible, 
distractible sort with appropriate predominantly autopsychic content as 
ideas of grandeur, prowess, wealth, ete., feature the exeitements with 
fixed and dominant mood of elation. 


Excitement with no outstanding mood or with transitive moods of hate, 
fear, ete., is very common as an incidental feature to other more leading 
behavior disorders, as, for example, in content reactions (paranoia, par- 
ergasia), in panic, and in toxie and organie deficit reactions. It is impor- 
tant to judge whether the patient feels he is the initiator of the activity, 
or is being made to perform at the instance of an outside force. 

Mild excitement is likely to be excused more readily by the casual 
observer as natural and justifiable, or at least enviable buoyancy, than 
is mild depression. Those closest to the patient realize best the abnor- 
mality of the performance because of its fixity, day after day, and its 
pervasiveness, involving all activity, interfering with useful work, and 
endangering the patient through the general breakdown of social and 
cultural inhibitions. 


Excitement less than depression has its counterpart in normal activity. 
The comedian with his continuous outpouring of loosely connected hu- 
morous allusions and distractible opportunism is an object of only 
temporary sympathetic feeling, worth the money to raise one from the 
more usual neutral or mildly below-par feeling. Excitement as a reaction 
to suecess is less common than reactive depression to failure, loss, etc. 
No doubt, this is related to the fact that most successes bring also the 
sobering realization of increased responsibility. 

Both depression and excitement are important, especially from the 
standpoint of affect as a determiner of behavior. 


3. Delusional and Hallucinatory Developments.—The delusional and 
hallucinatory developments represent pathological manifestations of top- 
ical or content-determined tendencies, in contrast to the diffusely regula- 
tive reactions of depression and excitement. 

The reactions may develop in response to certain topically. affective 
tendencies, as hate, suspicion, fear, or desire, or may occur independently 
as false interpretations, beliefs, and sensory experiences. The reactions 
show in common the allopsychie preoccupation and tendency—the con- 
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cern for what others think of one, lack of ease in socialization and accept- 
ance of consensus, autistie preoccupation and thinking, tendency to dis- 
own fundamental desires and affective states, the disowning being ac- 
complished by the development through projection of false beliefs 
(delusions) and false sensory experiences (hallucinations) which betray 
their origins in the life experiences of the patient. 

Belief lies at the bottom of delusion formation, and, as with normal 
socially acceptable beliefs, its truth is not always to be settled by argu- 
ment. Interpretation always enters, and, since this finally in belief rests 
on personal needs, logical reasoning is likely to be sidetracked. Patho- 
logical false beliefs or delusions are to be distinguished from normal 
beliefs by: 

a. Their demonstrable falsity (not always easily proved). 

b. Their highly personal character, defying social values, and based on 
dynamic factors in the personal development. 

c. Their capacity for determining important developments of unsocial- 
ized behavior distinguished by the wealth of sidetracked, short-circuited 
thinking, projections, growing autism, and systematization of the material. 

Delusions may be derived via misinterpretation from actual events, or 
may be spun out of the whole cloth of imagination as ideas or imaginary 
sensory experience. The systematization serves the purpose of solidify- 
ing the material by that appearance of logicality which is known as 
rationalization, The most common basic strivings—ambitions (personal 
aggression), sex, religious impulses, ete.—are oftenest involved with the 
appearance of frustrations from appropriate life situations, or from the 
lack of capacity for their effective realization from constitutional pecu- 
liarity or from poor habit formation in the use of native assets. 

Hallucinations have their normal counterparts largely as hypnagogie 
experiences and dreams. Pathological hallucinations are to be distin- 
guished by: 

a. Their production in relation to (1) toxie states with alteration of 
consciousness, or (2) through a disowning process without alteration in 
consciousness. 

b. The loss of recognition of their utter lack of reality to a greater or 
lesser degree. This is not always present, but is commonly. 

в. Their authority" in determining behavior in accordance with their 
meaning: corroborating delusions, leading to panic, autistic gratification, 
ete. 

d. Their revelation of disowned personality tendencies and strivings 
or, in a frank fashion, of desires, fears, etc., which can be shown to have 
dynamic significance for the entire autistic-allopsyehie development, of 
which they constitute a part. 
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The points to note in the delusional-hallucinatory disorders are as 
follows : 

a. The discrepancy with the realities of the situation. 

b. The presence or absence of alteration of consciousness. 

c. The degree of systematization. 

d. Their relation to concomitant overt behavior abnormality: autistic, 
or asoeial performances, as daydreaming, panic, tantrumlike explosions, 
ete. 

e. The dynamic factors. 

The reaction is seen (1) in its purest form as a consequence of the 
interaction of constitution and life experience (and rarely with toxic) 
factors, in (a) paranoie and paranoid developments, and (b) parergasic 
or sehizophrenie developments; and (2) as an important but subsidiary 
feature in (a) toxic states,-as delirium, (b) organic deficit states, and (с) 
deep affective reactions, where the content is best understood in relation 
to the prevailing mood. 


4. Panic —This is a state of maximum fear and insecurity coming on 
ag a climax in a long period of tension, and characterized by a tendency to 
suspicion and disorganization. It has the usual psychomotor and vasomoto: 
accompaniments of fear. It may occur in many settings, as in tension 
depressions, anxiety states, schizophrenic reactions, paranoid state, ete 
Usually rather transient, the experience, however, is so severe that more 
lasting and serious disorganizing reactions may follow in its wake. 


5. Confusion;— Confusion refers to disorders in coherence or grasp. 
leading to perplexity, puzzle, failure to recognize and comprehend, in- 
ability to change the direction of flow of the attention and associative 
resources rapidly enough to achieve grasp of the situation, disorder in 
fusion of diserete elements into a whole, uncertainty or aetual loss of 
orientation, 

This is a reaction not at all uncommon but rarely seen in a pure form, 
usually appearing as a special feature in various other reactions. It is 
found in toxie states (as delirium), in dissoeiative-dysmnesie reactions 
(hysteria), in affective states from a feeling of loss of the personal orien- 
tative guideposts to behavior, topieal (content) reactions as a consequence 
of automatie ambivalence, organic deficit reactions, and in constitutional 
inferiority states when under stress. The character of the confusion, in 
one or more of the items noted above, depends on the basie reaction. 

Confusion is à constant observation in the period immediately following 
on a psycholeptic attack*: a sudden experience of a snap in, or blow on. 
the head, at times with a feeling of damage to the brain, and a sudden 
feeling of personality (even bodily) change in an undesirable way leading 
to characteristic symptoms and complaints. For the most part, such ex- 
perienees have an ominous implication. 
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Normal confusion may be noted in travellers in strange countries, where 


unremitting effort is necessary to separate the important from the unim- 
portant, leading to fatigue and a sense of inadequate grasp of the situa- 
tion; and in subjects who, from emotional conditions or from reduced 
fitness from fatigue or ill health, are unable to achieve adequate grasp 
of the subjeet matter of leetures, ete. Normal confusion is dispelled by 
rest, acclimatization, and the removal of effective barriers to understanding. 

6. Stupor.—Stupor is a condition of reduced responsiveness, with mut- 
ism and laek of spontaneous movements. It is to be distinguished from 
sopor (light sleep) and from eoma (with its profound physiological 
changes from toxic, traumatic or other factors). 

Avain, as with confusion, stupor figures less as a pure reaction than 
as an important feature in various other reactions, notably in content 
reactions, toxie states, and in dissociative-dysmnesie and affective reactions. 

т. Deterioration or Dementia.'—TLoss of the personality assets early at- 
tracted the attention of psychiatrists and in Kraepelin’s nosological sys- 


“tem figured prominently as the more or less inevitable end in certain 
types of reactions. 

Modern interest has accepted less readily the idea of loss of the assets 
and lias sought leads as to why the assets are not available for use. In 
some sorts of reactions “loss”? has been shown to be blocking or inter- 
ference amenable to treatment. Nevertheless, that loss does occur is a 


fact not to be doubted. 

It results (1) from damage to the organ principally concerned in per- 
sonality integration, the cerebral cortex, and (2) in relation to topical 
(content) disorders, marking an autistic withdrawal and shrinkage of 
the personality. The deteriorations in the two reactions are not super- 
posable, the former appearing as a more global sort, the latter as more 
particularized in relation to dynamically important personality issues. 
From what has been stated above, deterioration figures as the vital issue 
in organic reactions and as an important accessory issue in content reactions. 

These are broad groupings, and further observation should aim to 
clarify in every ease the following points: 

l. Whether the reaetion is a pure one or leading issue, or a secondary 
one, 

2. The degree of the abnormality, best judged by the demonstrated 
capacity for interfering with normal performance, by its fixity, by its 
qualitative and quantitative relationship to the precipitating factors (in 
the direction of displacement and excess), by the appearance of self- 
sustaining sufficiency, or automatic quality. 

3. The sorting out of the several etiological factors as constitutional, 
psychogenic, exogenic, somatogenie, and neurogenic. 

4. The treatment needs and opportunities. 
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The following chapters will deal with certain varieties of major reac- 
tions, selected for their special importance since they represent in purest 
form, or to the greatest degree, each of the general reactions noted above. 
They constitute the bulk of hospital psychiatrie case material and present 
issues with which the student should be thoroughly familiar. These are: 

Thymergasia: affective reaction types—depression, and elation. 
Paranoia and paranoid reactions. 
Parergasia—schizophrenia—dementia praecox. 
Dysergasia—deliria. 

Anergasia—organie reactions. 
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CHAPTER УП 
AFFECTIVE REACTIONS 


Thymergasia.—Affeetive reaction types (thymergasia, from thymos— 
mood, and ergon—behavior). 

These are reactions best understood as resulting from fixation of mood, 
either diffuse, or more topical. They fall into types: depression and 
elation. € 


A. DEPRESSION 


Depression consists of the syndrome of: 

1. Mood fixation im depression, variously expressed as ‘‘depressed,”’ 
“melancholy,” **blue," ‘‘sad,’’ ‘“lonesome,’’ or more topically as ‘‘wor- 
ried,” *'afraid," '*homesick," еќе., and noted in the facial expression. 

Depressive mood equivalents: At times depressive mood is never stated, 
the reaction, however, being clearly an essential depression from the 
equivalent statements and from the bulk of the other features. The out- 
standing depressive equivalent moods are inferred from statements de- 
noting (a) depersonalization and (b) puzzle or perplexity. 

a. Depersonalization (and unreality) expressive of loss of emotions is 
often found in anxious depressions following on some crisis in the anxiety, 
as severe anxiety attack, panic, or psycholeptie attack, The explanation 
for the phenomenon is not at all clear. Actual change in the sensitivity 
to stimuli is intact, most patients stating explicitly that it is not a deficit 
in primary perception but in the affective response to it that is at fault. 
In some eases at least, the expression of depersonalization would seem to 
be nothing more than a rhetorical device for calling attention to the fact 


` that the misery is of such a degree as to beggar description in positive 


terms. (See Part I for language of the emotions.) In some cases it has 
appeared to exert a protective role against the hurt inflicted by depressively 
unpleasant thoughts. 

b. Puzzle and perplexity may be the outstanding expression of depres- 
sion because of the thinking difficulty, or as a primary matter, especially 
when accompanied by visible evidence of distress. 

Occasionally recurrent psychotic reactions are seen in which no mood 
statement clearly indicative of depression is obtained, the patient often 
complaining of fatigue, poor sleep, ete., the commonplace physiological 
items of depression. Then comes an attack when for the first time de- 
pressive mood is clear and is the chief complaint of the patient, taking 
a dominant role in the syndrome, the other features of which are as 
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usual also present. Thymergasie depression may be strongly suspected 
in the early attacks from the balance of the syndrome, the developmental! 
setting, the hereditary and constitutional background, and the course and 
outcome of the illness. 7 

2. Content appropriate to the mood: as self-derogatory, self-deprecia- 
tory ideas; ideas of unworthiness, guilt, sin, the source of trouble for 
others, of poverty, ete.; for the most part concerned with the presen! 
and the past. 

The content is predominantly autopsychic, with self-concern, and eon 
cern for those most dear to the patient—family, friends. Even when 
actual allopsychie projections occur, as, for example, auditory hallucina 
tions, they become the voice of God (conscience), of friends, corroborat 
ing in sensory phenomena the depressive self-depreciation. This restric 
tion in the hallucinatory field stands in strong contrast to the unlimited 
variety of the allopsyehie content in the predominantly delusional-hallu 
cinatory developments (parergasia). 

3. Suicidal preoccupations and gestures as the natural consequence o! 
the mood and content. 

4. General slowing of motility of the striped and unstriped museulatur: 
of speech, and of the thinking processes, especially noted in a feeling о! 
inhibition and lack of initiative and fatigue at the start of the day. 

Depressive thinking difficulty, when present, may be the object of bit 
ter complaint, expressed erroneously as ‘‘poor memory, difficulty in con 
centration.” "There is actually slowness in thinking, commonly varying 
in intensity with the mood, i.e., worse in the morning, better in the eve- 
ning. It shows as a dearth of ideas and slowness in answering questions 
and in reading. It can be easily demonstrated with the Hausmann test 
(see Part I), in the prolongation of the time necessary to perform the 
symbol marking test, and the marked increase of difficulty with the in- 
creasing complexity of the test with the introduction of 2, 8, 4 symbols 
to check, also in the number completion test of the battery. Intelligence 
test performance is likely to be decidedly inferior to that obtained when 
the patient has recovered. In some cases the thinking difficulty may be 
so severe as to give the appearance of confusion from the inability to 
comprehend the progress of events at their normal rate. 

5. Variation in the symptoms of depression and slowing in a character- 
istic fashion—the early mornings just after waking being worse, the eve- 
ning better; or with “good” days and **bad" days alternating unevenly. 
This is not an obligatory item, but commonly present. 

6. Important physiological alterations: 

a. Insomnia, usually a source of bitter complaint, the principal difficulty 
being early morning waking, from one to four hours ahead of the usual 
waking time. By contrast, falling asleep is relatively easy. 
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b. Poor appetite, varying from simple loss to positive revulsion to food. 

c. Weight loss, in consequence of the inadequate food intake (b), but 
at times occurring in the presence of what should be adequate food intake. 
In severe cases deficiency disease of a pellagra-like sort may supervene. 

d. Reduction in the sexual functions—in women, menstrual irregular- 
ity, scantiness or absence; in men, reduction in frequency of erections, 
emissions; and in both men and women, a reduction or complete loss of 
sexual interest and desire. 

e. General reduction in tonus of the musculature so that stooped posture 
may result. Even external strabismus and low hanging testes have been _ 
noted in some cases as a result of the marked decrease of tonus. Heavy ` 
upper eyelids overhanging the lid margins, ealled Veraguth's folds after 
their discoverer, are commonly noted. 

£. The slow motility and loss of tonus affect also the visceral museula- 
ture leading to atonic constipation, lowered blood pressure and pulse rate. 

g. Reduction in the basal metabolism of a mild degree. 

This is the simple, retarded (inhibited) depression. The entire syndrome 
may not be present, and variants are noted depending on age, race, 


culture, previous experience, and personality of the sufferer. It is most 
common when the constitutional factors are great and the life experi- 
ence factors relatively unimportant. 


Case 7695.—Mr. J. D. H., aged 33 years, single, graduate student, was admitted 
to the Henry Phipps Psychiatrie Clinic on Nov. 6, 1936; discharged April 6, 1937; 
committed suicide on Feb. 1, 1938. 


From childhood he was timid, dependent on his parents, lacking self-confidence; 
the butt of other boys’ aggressions, Graduated from professional school in 1926, but 
has since consistently avoided responsibility, or, if he attempted it, has felt inade- 
quate. Easy-going routine work for the past seven years. Decided to make effort 
at self-advancement, and entered graduate school. Soon felt insecure and inade- 
quate, became deeply depressed, slowed, apprehensive, hopeless over his condition, 
and early morning waking developed. Improved in Clinic. Returned to work, 
finished the year successfully, despite a swing to a mild elated state. While elated 
had several furious and unsuccessful love affairs. Became depressed again while on 
a vacation trip with his mother, without known precipitating factors, and committed 
Suicide with gas some months later. 


The patient, a graduate student in a profession, was admitted to the Clinic because 
he felt ‹по good’? and was facing another failure. He stated that he had always 
failed when faced with responsibility. He elaborated this further as follows: 

“А sort of general fear of life. What I want to do is to get away from everybody. 
I always had a tendency to introspection and brooding; complete loss of confidence in 
myself; and indecision. I want my mother to do the calling up for me. Even as a 
child it was the hardest thing for me to call other children to play. I lacked initiative. 
My dad made the decisions for-me. I got into the habit of leaning on father and 
mother. I'm easily pulled one way or the other. Tt is difficult to have a firm opinion 


of my own.?? 
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Father successful professional man; ambitious for son. 


Mother great energy, devoted to son, selfish, 


Maternal grandmother "nervous" disposition. 
tal with cerebral arteriosclerosis. 


Maternal aunt nervous, with tic douloureux. 
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Case #7695 
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Always timid, fearful, inadequate, 
poorly socialized, 
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Did what parents wanted. 

Strong desire for superiority 

in school, but always felt 
inferior even when 


made good marks. 


Fig. 35.—Life chart, Case 7695 
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Enter professional school, 


! 
[ 
1 
1 
1 
П 
L 
Masturbation | 


2-3 limes weekly. ! 
Mutual] masturba- 
tion for 8 months. 


Graduated professional school, 
honorary society. 

Began first work, depressed. 

Better temporarily with minor change 
in job. 

Finished werk, returned home. 


Appointed to routim job, 
felt depressed. 


Attempted. change of occupations. 
quit going with teacher. 


Stopped еј with teacher. 

[7 ce. Realized inadequate for the work. 

оды attempt, frustrated. 

Engaged, ano! teacher, older than he, 
intimac: 


Entered graduate school. 
To H.P.P.C. - depressed. 
Back at work and vacation - love affair, elated. 


Quicide February 1, 1938, in depression. 


ontinued).—Life chart, Case 7695. 


Fig. 35 (C 


There was considerable merit in the patient’s own statement of the case. Actually 
he was an only child of an aggressive mother and a very successful father, who had 
plans for his son to succeed in the same profession, Always timid, the boy clung to 
his parents throughout his school years and dodged situations where initiative was 
demanded. He went to a good professional school and graduated with credit. He 
never could bring himself to accept any position with great demands on him, or, if 
he found himself in such a position, he always felt insecure and inadequate. On two 
occasions he simply took ‘‘French leave'" from responsible jobs. 

There have been five short-lived depressive spells, in 1926-27, 1929, 1930-31, 1932. In 
the last one he felt life was a total failure and planned suicide, but it was prevented 
by a hotel detective. 

With this background, and after seven years in a routine job in which no com- 
plaints about him had been registered, but in which he had in no wise distinguished 
himself, he decided to make a last break, and attempt to advance himself. He easily 
secured backing for a postgraduate course jn his field and entered school in the fall 
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of 1936. Within a month he began to feel insecure and inadequate. He felt the 
other men were getting ahead of him. Concentration was difficult, he felt depressed 
and began to brood over his difficulties. Two weeks before admission he began to have 
difficulty straightening his right knee. He was delighted when the orthopedist de- 
clared that the trouble lay with the semilunar cartilage and he must have an operation, 
He was grateful for the easy exit from the school this afforded him, but then he 
realized he was ‘‘fooling’’ himself and decided to seek psychiatric help. He was ad- 
mitted to the Clinic on Noy. 6, 1936. 

Some facts of his past have already been mentioned. He never could hold up for 
himself in the rough play with other children. He had an inordinate desire to excel 
in school, but never felt he had done well. Yet on graduation from professional school 
he was made a member of an honorary society. He had gone there not from any 
choice of his own, but because his father wanted him to follow in his steps. He 
never gained any self-confidence in the practical applications of his knowledge. With 
his first training period after graduation in 1926 he was depressed, but his sleep was 
not disturbed. This lasted with some variation in intensity throughout the year, and 

' he was relieved when he could give up the work and returned home to live and took 
another job. 

In the fall of 1928 he attempted another change, working in a job his father had 
obtained for him, The next summer when he began to assume the regular responsibili- 
ties he became panicky over his inadequacy feelings and left unannounced after one 
day, returning home. He felt depressed all summer, but in the fall was well enough 
to take a routine school job his father secured for him. The next year he again at 
tempted a change, feeling he was a ‘‘fake and a bluff’? in his work. He could stand 
the new one only a month. He got back the old school job and has remained in it 
since, 

In 1931 he became acutely depressed because he felt he had to tell a schoolteacher 
four years older than himself, with whom he had been intimate, that he was in no 
position to marry her. For the first time he was bothered with early morning waking, 
and this persisted for five months. This and the growing responsibilities of his job 
brought him in September, 1932, to a suicidal plan which was circumvented only by 
the detective at the hotel where it was to take place. He finally recovered and has 
worked since, although with feelings of inadequacy. 

In the depressive attacks, which he recognizes as distinct episodes in a depressively 
colored career, he thinks he does not lose weight, but since 1929 early morning waking— 
at four to five o’clock—has been a complaint. At the end of the depressive periods at 
the beginning and end of 1931 and again in 1932, he was a little elated for a month 
or two. At such times he found it easier to meet people, and, although he was still 
full of inadequacy feelings, he was able to pass them off without brooding over them. 

He was an only child, delivered by forceps; bottle fed, sickly, easily frightened. 
He had pneumonia at the age of 9 years and malaria with delirium at 26 years. The 
right external semilunar cartilage was dislocated in December, 1929, and this has 
bothered some since. He has never had any vital interests and has never been able 
to throw himself whole-heartedly into things. He has run errands for his mother, 
and sought amusement in night clubs with girls, He has drunk aleohol moderately and 
has smoked 20-40 cigarettes daily. 

He was always curious about sex, but his first sex experience came when he was 
18 years old and in college. He and a woman six years his elder masturbated each 
other. This relationship lasted for eight months. Since the age of 22 years he has 
masturbated two to three times weekly, at first with imagination of intercourse, but, 
when this failed to thrill him, later with fantasies of fellatio with a woman. He is 
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engaged to a woman, with whom he is not in love and with whom he has had inter- 
a few times. Masturbation gives him greater satisfaction. She is devoted to 
and wants to marry him, and his position is most uncomfortable. 

The patient’s father died of pneumonia at 73 years of age, in 1934, after having 
suffered two cerebral hemorrhages. He was a most successful leader in his profession. 
He suffered a period of anxiety (not better described) at the age of 61 years, and in 
the latter years had hypertension, He was sympathetic to the patient but had little 
understanding of him, considering him capable but lazy. The paternal grandfather 
was a ‘terrible disciplinarian.’? Тһе paternal grandmother had hypertension. The 
mother and father are first cousins. She is 55 years of age, lives with the patient 
since her husband’s death and the patient’s removal to Baltimore; she ‘‘has energy 
to bura.’? She also does not understand the seriousness of the son's difficulty and 
feels he would be all right ‘‘if he would just snap out of it.' She is nervous, quick, 
but never suffered any psychosis. A maternal aunt is hospitalized for cerebral arterio- 
sclerosis; another maternal aunt is said to be nervous and to have ‘‘tic douloureux.’’ 

Ou admission he appeared subdued and somewhat depressed, but not as much as 
the talk indicated. He felt utterly hopeless, with the mornings worse than the eve- 
nings. He spoke of being ‘blue and confused,’’ of being an ‘‘onlooker, out of Ше.’ 
He telt people looked at him but realized also that he attached ‘‘too much significance?" - 
to the feeling. He complained of feelings of unreality. There were no other content 
features beyond the wealth of depressive self-depreciation; the sensorium and intellec- 
tual resources were adequate. The symbol marking test (of the Hausmann battery) 
was done in nine minutes with only one error. 

Physical examination disclosed a short dysplastic man, weighing 116 pounds, 20 
pounds under his ideal weight. The skin was unusually soft and free from hair. The 
pubic hair did not extent upward from the pubic region, The blood pressure was 
108/60, and the pulse, 69 per minute. The examination otherwise, including extensive 
laboratory data, was normal, The skin resistance readings on November 18 were: 
back-back 150,000 ohms, palm-palm 52,000 ohms, indicating tension (low records) ; 
on November 25: back-back 510,000 ohms, palm-palm, 120,000 ohms, indicating de- 
pression (slightly above the normal average). 

The Rorschach test on November 27 indicated depression, cautiousness, stubbornness, 
some impulsiveness, and thinking difficulty. 

In the Clinic he was self-depreciatory, claiming that he did things only because 
others did and consistently belittled his performance. Не woke usually at 5:30-6:00 
in the morning but slept about six to eight hours without sedatives. Harly in December 
he suddenly became desperate and said he planned suicide. He was very tense for 
a week, quieting when his mother visited him, In January he as suddenly began to 
improve, and there followed steady improvement in his spontaneity, the general 
motility, his interest and initiative in his work, and his spirits. He became the 
champion ping-pong player on the ward and the leader in intramural competition. : He 
accepted help with his most difficult school subject, and soon was able to do part-time, 
then a full day at school. 

During the deepest part of the depression he had the feeling that he wanted for the 
rest of his life to be taken care of by his mother, even to being dressed by her, and 
the thought revolted him. During the convalescence he became antagonistic to her 


and planned to leave her and live separately. He gained 14 pounds in weight, and 


his sleep became normal in the Clinic. 

He left the Clinic to continue his work on April 6, 1937, slightly elated and eager. 
He finished the school term with eredit. During the summer he became more elated, 
drank more aleohol, terminated the engagement, fell in love with a Spanish dancer 
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playing a few nights in Baltimore, was jilted by her without depressing his spirits. 
While still elated he took a vacation eruise with his mother, fell in love again, and 
was jilted again; but already he had begun to feel depressed, and the experience did 
little to add to his feelings. He returned to Baltimore indecisive, was urged to stay 
on in school and to finish the task he had set himself. He re-entered school in the 
fall, became more depressed, and without warning committed suicide by attaching a 
hose to the exhaust of his car on a lonely country road on Feb. 1, 1938. 


Comment.—Lifelong personality difficulties constituting the psycho- 
pathie personality of the timid, weak, unemancipated, pessimistic, and 
inadequate type, dependent on the parents. In addition, however, defi- 
nite attacks of depression, with panicky feelings, unreality, and physio- 
logical involvement (weight, sleep), reactive to situations of responsi- 
bility, and followed by mild elations. 

The dysplastic make-up, the lack of definite affective reactions in the 
heredity, and the strong contribution to the constitutional make-up of 
the influences of the family constellation are outstanding features of the 
case, 


Case 6318.—Mrs. A. G., aged 60 years, housewife, Presbyterian, was admitted to 
the Henry Phipps Psychiatrie Clinic on Nov. 2, 1931; discharged May 24, 1932. 


The patient, who has had 10 previous attacks of depression from the age of 37 
years to 57 years, each lasting several months, and ending in recovery, became de- 
pressed in relation to her mother’s final illness and death. Crying spells, sleepless- 
ness, constipation, slight weight loss were all present, but in the patient's own mind 
these were overshadowed, by the great difficulty in making decisions, even of the 
simplest sort. Improvement was steady but gradual in the Clinic. Marital friction 
had. been present for years. Her husband died suddenly two days after she was dis- 
charged, and she promptly recovered and remained very well and active in a business 
and social way for six years. She relapsed into depression for reasons unknown. 


The patient was brought to the Clinic by her sister after an exchange of letters 
with Dr, Meyer in which the patient had stated her difficulty as follows: “1 lack 
power and mind of my own to know what to do for myself. I do not know how to 
keep house or to do for my husband. I do not know what clothes to get, what to wear, 
or when to change . . . and cannot come and go and be with my friends and take 
part in my church work and other things in which I was once active. I have lost 
interest ... I am so depressed and worried when I realize all these things that I 
think I have lost my mind. . .'' The sister stated the patient ‘‘didn’t know what 
to put on in the morning and was crying all the time and was complaining of losing 
her mind.’’ 

The onset was three years previously about a month before her mother's death 
(October, 1928) when she began to feel less *'interested'" in her work and felt 
herself ‘‘slipping.’’? After her mother’s death the patient felt that everything was 
gone, that she would have no one to go to with her troubles; she became sleepless, 
had frequent crying spells, lost her appetite and a moderate amount of weight, and 
was constipated. After several months of increasing inefficiency she began to complain 
of difficulty in making decisions in regard to her clothes. During 1929 the depression 
continued, and a distinct morning-evening variation in the mood was noted. Because 
she was getting worse, in April, 1929, a thyroidectomy was performed. She had looked 
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forward to an operative eure of her trouble and bore the procedure well. After 
operation, however, she began to feel strange, ‘‘as if something left me." When 
a routine post-thyroideetomy slip was handed her, advising her that operation was 
not a eure, that she must cooperate with dietary and exereise precautions, she became 
*'puzzled?? and more despondent. The sister reported that the patient spoke of some- 
thing snapping in her brain at that time (psycholeptie phenomenon) and then began 
worrying over losing her mind. 

From then to shortly before admission here she has been in first one, then another 
sanitarium, making little progress, appearing deeply depressed to everyone. 

In the past history the patient recalls ten *(breakdowns? without hospitalization. 
All were depressive in character. They began at the age of 37 years. The first 
illness lasted four months and was described as a distinct attack. There were crying 
spells, but the patient recalls no special preoccupation, unless it was perhaps ‘‘in- 
law’? quarrels. The second illness was at the age of 43 years, when she began to 
experience ‘‘hot flushes.’? The menses remained regular, however, to the age of 47 
years and then suddenly stopped. She worried about being alone, cried, and reported 
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a feeling as if ‘об water were flowing over the brain.'' She recovered in about 
two months, The third episode occurred when she was 45 years old; she was ‘‘melan- 
choly' for two months in the spring of the year after supervising the construction 
of a new home, At 50 years, she had her fourth illness and was depressed for six 
months, without special precipitating factors or special content being recalled. The 
fifth occurred at 51 years; she was depressed for three months in the fall after nursing 
her brother. At53 years she had her sixth period of depression for three months follow- 
ing the death of her father, aged 80 years. 

Since this depression (1924) she has never regained her previous level of per- 
formance. There have been periods of ‘‘melancholia’’ in the fall of every year until 
the onset of the present illness, each lasting about four months and characterized by 
lack of interest in her work, a few crying spells, loss of appetite but no weight loss, 
constipation, and morning-evening variation of mood. She remained at home and 
did her housework. 

The patient was the oldest of six children, The mother was healthy, oversolicitous, 
even tempered, shielding the patient whenever possible, and the patient was much 
attached to her, ‘The father was healthy, a strict disciplinarian, a hard worker, and 
a tectotaler. She was considered поб very strong’? as a child and was obedient, and, 
although she had а ‘‘fine disposition’? and made friends easily, she preferred to 
remain at home rather than to go out socially. The family was religious, banned 
cards and daneing, and the patient was told nothing of sex and was ignorant of the 
sex net until her marriage. 

She graduated from high school at 18 years, and remained at home until her marriage 
at 21 years. She had never been in love but was gradually attracted to her husband 
who took her to live with his people. There was much quarreling among them, which 
distressed her, and she felt the mother-in-law was jealous of her. Sex relations were 
never satisfactory, She was ‘‘cold.’’ She was never pregnant although contracep- 
tives were never used, She considered adopting a child, but did not on her mother’s 
advice, 

Her home life was not pleasant. The husband scrutinized closely and criticized her 
every act, and they had little in common, The evenings were long, she sewing, he 
reading. Her social life was meager and centered in the church and the lodge. Most 
of these activities came in the fall. 

She was described as sociable, a worrier, taking on responsibility, sensitive, submis- 
sive, serious, and sympathetic. 

A maternal half sister was considered ‘‘mentally unbalanced’’ after the menopause 
(details are unknown). The mother, who died of a stroke at the age of 72 years, 
was even tempered and robust. The father died at the age of 80 years. He was a 
healthy man and considered to be emotionally stable. 

The patient on admission was alert, neatly dressed, cooperative, tearful, and down- 
cast. The mood was described as ‘‘low,’’ worse in the morning, better toward eve- 
ning. The stream of talk was coherent, relevant, and not retarded. She spoke of being 
worried about not being able to make decisions, and of not being able to do things. 
On one occasion she had heard her name called out by her dead mother. She spoke 
of concentration difficulty, and in the Hausmann test she needed 27 minutes for the 
symbol marking test, which was neatly done, The patient had considerable under- 
standing of her own difficulty as a **nervous one,” the potentialities of which frightened 
her, 

She was of pyknie habitus, well developed, and weighing 115 pounds for her five 
feet one-half inch of height. The general physical examination was essentially normal, 
the basal metabolie rate was —4 per cent. The blood nonprotein nitrogen and sugar 
and urinalysis were normal, and the blood Wassermann was negative. 
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‘The blood sugar tolerance curve on Nov. 17, 1931, was as follows: 


Fasting 100 mg. per cent 
% hr. 178 mg. per cent 
1 hr. 205 mg. per cent 
2 hr, 135 mg. per cent 
3 hr. 70 mg. per cent 
On April 26, 1932, it was: 
Fasting 70 mg. per cent 
% hr. 114 mg. per cent 
1 hr. 136 mg. per cent 
2 hr. 87 mg. per cent 
3 hr. 70 mg. per cent 


The arteries were not sclerotic; the blood pressure ranged around 150/85-90, and 
the pulse from 75 to 85 per minute. 

The sleep was poor, with very early morning awakening and preservation of ease 
ling asleep. It was appreciably better with sedative drugs (as barbital). Con- 
n was easily controlled with 15-30 c.c. of white oil nightly, 

‘Vic patient improved slowly but fairly steadily, chafing at having to remain in 
hospital but aware that she could not manage alone at home, She complained that 
when on the street walking she seemed different from other people, and the indecision 
remained, She generally appeared sad, brightening up somewhat toward evening. 
(Sce sample behavior and sleep charts, Figs. 37 and 38.) 

Sho left hospital on May 24, 1932, not completely recovered and rather apprehensive 
over her ability to get along at home. Two days after her arrival home her husband 
suddenly died. "The patient took complete charge of her life, went south for the follow- 
ing winter, liked the eountry, remained there suecessfully dealing in real estate, She 
wrote a letter free of complaints and detailing her many interests. There was no 
auggestion of real elation. 

She remained well until the fall of 1938, when she again beenme depressed, lost 
self-confidence, and had to give up her duties and enter hospital for treatment. No 
details are as yet available concerning the precipitating factors, content, or physical 
status in this attack, 


Comment.—Twelve attacks of depression in a sensitive, submissive 
woman, with no special inheritance of depression, in relation partially to 
chronic unhappiness in her marital life, and on two occasions precipitated 
by her parents’ deaths. The marked indecision in the attack for which 
she was hospitalized here is striking, and its coming to notice with morning 
tasks suggested strongly a kinship to the morning-evening variation of 
mood noted in this and the previous attack, The seasonal onset of several 
attacks may be related to the seasonal character of her social responsi- 
bilities. The six years of good health following on the husband’s sudden 
death furnishes further proof of the importance of the marital situation 
as a precipitating factor in her difficulty. Whether the last attack 
ushered in an involutional or senile-arterioselerotie reaction is not yet 
known. There were no elated periods either before or after the depres- 


sive attacks. 
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Fig. 37.—Behavior chart of Case 6318, showing typical features of depression. 
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Fig. 38.—Sleep chart of Case 6318, showing early morning waking. 
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The meagerness of the content is striking, either of a sort directly 
concerned with the onset of the attack or of a more remote kind. The 
reaction stands out as a paralysis of initiative and decision with sadness 
(depression with retardation). 

Other clinical varieties of depression occur with sufficient frequency 
to merit discussion. Their special features depend largely on special 
personality characteristics, the age period, the special precipitating fac- 
tors concerned, 


Anxious Depressions 


These are depressions in which, along with a mood of depression, 
anxiety is prominent, sometimes with specific fears, amounting at times 
to the proportions of panic. The concern is for future events, e.g. 
retribution for past sins, legal complieations for faneied delinquencies, 
the family to be evicted and thrown out on the street, ete. 

In keeping with the anxiety there are marked changes in the physio- 
logical features, indicative of a state of preparation for catastrophe 
(instead of the resignation of the simple depression) : 

а. Difficulty in falling asleep as well as early waking, due to the per- 
sistent concern. 

b. Restlessness, tremors, facial expression of anxiety or fear. 

е. Accelerated pulse, heightened blood pressure, at times even elevated 
temperature. 

d, Increased fasting blood sugar and abnormally high sugar tolerance 
curves are often recorded, especially in the acute episodes of increased 
anxiety, 

e. Spastic constipation. 

f. The basal metabolism may be moderately increased. 

RU is the common reaction to important life experienee—loss, tragedy, 
disappointment—whose potentialities for disaster have not been entirely 
spent. It is the common reaction observed during the economic depres- 
sion Starting in 1929. 

Case 1085 —Mr. E. H., aged 38 years, single, tarmer and business man, Presby- 
terian. 

1. Admitted to the Henry Phipps Psychiatric Clinie April 12, 1916; discharged 
May 5, 1916, 

2. Admitted to the Henry Phipps Psychiatrie Clinie May 10, 1916; discharged Sept. 
6, 1916. 

3. Admitted to the Henry Phipps Psychiatrie Clinie Aug. 31, 1931; discharged Feb. 
13, 1932, 


Two depressive attacks, at the ages of 38 and 53 years, each in a setting of busi- 
ness worry, with indecision, difficulty in concentration, anxiety and despondency 
with suicidal thoughts, etc, In the first attack the content was displaced to worry 
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over masturbation, and іп the second sex tension and concern figured strongly at one 
Fears of insanity, of going to state hospital, punctuated a rather vague 
anxiety. In the second attack the general tension was expressed also in marked 
autonomic nervous system imbalance simulating hyperthyroidism in some respects, 
but the latter was excluded by determining the basal metabolic rate. The first attack 
lasted approximately nine months to a year; the second one, five years, but each 
ended in complete recovery. 


The patient first came to the Clinie complaining that he could not think, that his 
business affairs were all mixed up, that he had been worried and nervous about the 
business, that in this circumstance masturbation had started again, that people had 
taken advantage of him in business deals. 

‘The onset was some time after January, 1914, when his partner in a hardware 
ss sold his interest to another man, who proved to know nothing of the business, 
since then the patient had been doing two men’s work, He became irritable and 
, but slept well. Не was not depressed or ‘‘blue.’? In March, 1916, the patient 
and his new partner sold the business to his former partner at a sacrifice. The patient’ 
immediately felt he had made a mistake, and two weeks later bought it back at a 
high price, The patient felt he had been taken advantage of, and he disliked borrow- 
ing money from his mother to help the situation. He became agitated, and couldn’t 
concentrate on his work. He became worried over masturbation which he had begun 
again in 1909, after years of promiscuity, when a close friend died of syphilis. When 
he could no longer tend to his business, he was brought to the Clinic. 

‘The patient was the youngest of three children, with normal birth and development. 
He was 6 years of age when his father died of spree alcoholism (age 46 years), and 
his mother has kept him close beside her ever since as her comfort in life. He was 
timid, retiring, conscientious, a hard worker, emotionally dependent on his mother. 
At 19 years he left school to go into business, on the road, living with his mother. 
In 1909 he bought a store with a partner. He was promiscuous sexually to 1909 
but never considered marriage seriously because of his close relationship to his mother. 

He walked in his sleep for years, especially when he was worried. The last episode 
was in 1913, 

The family history recorded the father’s spree alcoholism and **nervousness?' in 
the mother who had had poor health for years. 

On admission he was preoccupied, his head hung down, he appeared uneasy and 
evasive in his answers. He eried easily. He denied feeling depressed or panicky but 
said his trouble was that he could not think. He related his dissatisfaction with the 
sale of the store, buying it back, and felt his old partner had taken advantage of his 
condition to give him an unfair financial deal. He spoke of his worry over nightly 
masturbation. He stated he had not married because of his mother, and had become 
‘more lonely and shut-in’? the last few years. He worried about the business, com- 


plained of feeling uneasy. 

The performance on the tests for intellectual asset; 
being adversely influenced by the uneasy, apprehensive mood. е 

The patient’s insight statement was, «There is nothing the matter with me 
physically, but my head is all wrong. I cannot make up my mind whether I havo 
done right in my business transactions since March. I think I haven’t been right in 
my head since then." 

The physical examinat: 
nystagmus, inconstant and 
pupillary reaction to light. 
pressure was 120/80. The blood and spinal 


в was not very good, doubtless 


jon disclosed overweight, moist skin, flabby muscles, slight 
weak hand grips, sluggish tendon reflexes, and sluggish 
The pulse varied from 90 to 110 per minute, the blood 
1 fluid Wassermann reactions were negative. 
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Fig. 39.—Behavior chart of Case 1085, showing tyDical features of anxious depression. 
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Fig. 40.—Sleep chart of Case 1085 showing early morning waking and one period of 
spotty sleep, coinciding with sex tension, 
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The patient became more clearly depressed, agitated, restless, running his hands 
through his hair, felt he was going insane, and continued to worry over his business 
indecision and the masturbation. He felt there had never been another case like his. 
He was exceedingly anxious and felt the hospital was like a jail and that his only 
‘<salvation?? was to get away as soon as possible. «Qh, what can I do to get away 
from here, the people are killing me. My God, I can’t stand it, this place is hell." 
The sleep was broken, appetite was poor, and he had to be urged to take part in the 
ward activities. 

The family were advised to try taking him out of the hospital, and he was dis- 
charged on May 5, 1916, returning home. He was no better there, and on his own 
initiative returned on May 10, 1916. On return he was laughing and greeted the 
physician pleasantly, saying he was glad to be back. He did not mention the business 
difficulties, but still he had some feelings of being badly treated. No sooner had he 

' been admitted than he became restless and wanted to leave, declaring he was perfectly 
well. He responded only fairly well to reassurance and quiet insistence on the need 
for treatment. He appeared depressed and spoke of the ‘‘humiliation’’ of being 
there. He felt masturbation to be the cause of his condition. The course was variable ; 
at times he apeared somewhat better, then anxious and apprehensive, demanding transfer 
and declaring his was a unique case. On the whole, the trend was favorably upward, 
and he was persuaded to leave the Clinic against advice by a cousin. After a short 
visit with the cousin, he returned to his home and settled down on the farm, but 
kept an interest in the hardware business. He gradually recovered and remained well 
to 1931. 

In the meantime he married (1919) and had three children. The home life was 
happy, and the sexual adjustment satisfactory, with intercourse twice monthly. Mas 
turbation was never resumed, and there were no nocturnal emissions. 

The mother died in 1920 of cancer of the stomach. 

His health had been good except for slight dyspnea on exertion, and headaches for 
the past year. 

In July, 1931, he had business reverses. He was ealled on as a major stockholder 
in the hardware business for more money, and he couldn't give it. He lost $3000 
and was in danger of losing another $1000. He worried greatly about this. He began 
to feel himself slipping, felt ‘‘blue,’? became restless, and couldn't sleep well He 
lost 10 pounds in weight, and his chronie constipation became worse. He worried over 
his eoated tongue. 

Again he became indecisive, irritable especially in the mornings, with ‘blue spells’? 
at the same time, and began to have suicidal thoughts, but made no suicidal attempt. 
He eouldn't ‘‘concentrate,’’ but could read well. АП sex desire was lost. 

The patient was readmitted to the Clinic on Aug. 31, 1931. He shook hands in a 
friendly manner, appeared worried, and recalled his previous admission. He described 
his spirits as ‘‘despondent,’? and complained of insomnia, head pains, eonstipation, 
and loss of sex desire. The morning was the worst part of the day. The sensorium 
and intellectual resourees were intact. He recognized that he was ‘‘sick, and . . . 
these worries may have something to do with it.'' Не worried over the fact of 
having been here before. 

He was 5 ft. 11 in. in height, and weighed 19914 pounds, 41 pounds over his 
ideal weight. Pyknic in habitus, with exophthalmus, lid lag, but with a basal 
metabolic rate of -21 per cent on Sept. 17, 1931. The blood pressure varied from 
118-150/78-102. The general physical examination was otherwise not unusual, The 
pulse on admission was 104, but varied during his stay to 60, the lower figure corre- 
sponding with decrease in his tension, worry, and depression. Constipation was con- 
trolled easily with white oil. 
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in Olinie he soon felt better, smiled frequently, but was somewhat homesick. In 
the latter part of September, 1931, he became restless again and tense; his sleep was 
broken. He demanded to go to a prostitute, or else he would be forced to masturbate. 
His sex life was diseussed with him, and he accepted the situation; however, he became 
more depressed and felt he would go to a state hospital or would die; he said his 
brains were gone, that he could not concentrate, that he was neglected by the nurses, ete. 

In November, 1931, he began to improve, became less depressed, slept better, felt 
less sex tension (for which eontinuous tubs had been given), and joined in ward 
activities. The improvement continued until just before he was to leave, when he 
became more depressed and panicky, feeling he could not face people at home. When 
his wife eame, he became cheerful again, and after some indecision he left with her 
on Feb. 13, 1932. (See sample behavior and sleep charts, Figs, 39 and 40.) 

He was able to remain at home only two months, however, and was taken to an- 


other mental hospital where he remained from May 8, 1932, until April 30, 1936. 
Throughout his stay he was depressed, anxious, and concerned over his physical con- 
dition. Since his discharge he has been quite well again, conducting his business 


successfully. 


Comment —In this case the outstanding features of the recurrent attacks 
were depression with anxiety, of a rather vague sort, punctuated with 
more specific sex tension; and the displacement of the concern from the 
precipitating issues to more remote material, e.g., the masturbation 
worry. The marked indecision overshadowed the depressive mood in 
the first attack and to a lesser extent in the second attack, and it led to 
complaints that his mind was not working and to fears of insanity. 

The length of the second attack was rather remarkable, yet this did 
not seem to jeopardize his recovery, which was complete. 


Topical Depressions 


Outstanding topical depressions are the hypochondriacal depressions, 
tension depressions, eatathymie depressions, and thymonoie reactions. 

In hypochondriacal depressions the presenting complaints are those of 
health concern. They can be shown to have arisen with a clearly de- 
pressive reaction (in contrast to merergasic hypochondriasis) to mask the 
depression. The common complaints are of fatigue, headache, and other 
head sensations, but all varieties may be noted. Their telltale depressive 
character is revealed in their close correlation with the mood, varying 
characteristically from morning to evening. They occur in naive people 


who are unaccustomed to speak of emotions as such, habitually deserib- 


ing moods and affects in terms of body sensations (as do children) ; or 
in people who stress the common physiological accompaniments to de- 
pression through the feeling that it is not *manly" to admit defeat 
through mood ; or in hypochondriacally inclined individuals. The origin 
of the complaints must often be charged to incidental physiological varia- 
tions of no great importance in themselves, but becoming the objects 
of fixation of attention due to the depressive mood. 
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CASE 3956.—Mys. D. M., aged 48 years, housewife, Polish, Catholic, was admitted 
to the Henry Phipps Psychiatrie Clinie March 17, 1924; discharged Aug. 26, 1924. 


Epigastric and head pains with depression arising as reaction to her daughter’s 
illegitimate pregnancy. ‘‘Disgusted’’ with herself because she could not work, and 
felt family also disgusted with her. Little overt sadness, but with crying and fear 
of suicide and insanity, with marked weight loss and insomnia. She feared losing her 
soul because of suicide. 


The patient came to the Clinic complaining of weakness, pains in the upper ab- 
domen, and fears of insanity and of suicide. 

The onset was in September, 1923, when she received the news of her daughter’s 
illegitimate pregnancy by a married шап. There was an extremely violent scene be 
tween father and daughter, in which the father would have shot her had she not run 
from the room. He demanded an abortion, but she, being Catholic, stoutly refused. 
She refused also to go into retirement until after the delivery. The father’s temper 
was not to be controlled, and he ‘‘nagged’’ at her continually; late in the pregnancy 
she had to take refuge at an aunt’s, 

The patient was much upset both by the news of the daughter's trouble and by 
the husband's violence. Epigastrie pain set in. She had experienced this for years 
off and on when she was worried and always had been relieved by simple measures. 
These failed now, and she felt some new element had entered the scene. She worried 
about her condition, developed generalized head pains, and began to feel ‘‘disgusted’’ 
with herself that she was not able to work as well as formerly. Then she felt the 
family must also be disgusted with her. She took to bed and received much medical 
attention. She began to sleep poorly, waking early in the morning, and lost much 
weight. She eried easily and without apparent provocation. She finally became fearful 
of harming herself and of losing her soul through suicide. 

She was admitted to a Catholic hospital on Feb, 9, 1924, complaining of epigastric 
pain, sharp in character and accompanied by nausea and vomiting. The history in 
dicated the pain was at times sharp, at times dull, uninfluenced by food or fluids, ос- 
curring night and day. She did not improve there and came to the Clinie on March 
17, 1924. 

The patient was born in Poland and came to the United States at 4 years of age. 
She was a Roman Catholic and attended parochial school until the age of 12 years. 
She had several bouts of malaria in adolescence. She was married at 18 years of age 
and had eight pregnancies, including two miscarriages. Menopause occurred two years 
before admission at the age of 46 years. She was always pious and devout. The husband 
was an American, a Protestant, a hard steady worker and a good provider, but he had 
a violent temper and & harsh, intolerant manner, He had no appreciation whatever of 
his wife’s foreign peasant background. The husband followed the sea for years, and 
the patient was constantly apprehensive over his safe return. Не finally quit and 
took a harbor job because of her fears. 

On admission she smiled and cooperated, talking easily on any topic. She declared 
herself in the wrong part of the hospital. There was no verbal statement of frank 
mood disturbance, but she seemed downhearted as she sat about the ward. There was 
no peculiar content. She complained also of buzzing in the ears. The sensorium and 
intellectual resources were adequate for her opportunities. 

The physical status showed marked weight loss (said to be approximately 30-40 
pounds), blood pressure 95/60, pulse of 86, temperature normal. The general physical 
and laboratory examinations were not illuminating. X-ray examination of the gastro- 
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intestinal tract showed normal functioning, and that of the chest, old healed tubercu- 
losis. The gastric acidity was 38 free hydrochloric acid, 48 total acid. 


In the Clinie she was quiet and somewhat more cheerful than the history indicated, 
but she was depressed. She was worse in the morning than in the evening, with 
morning agitation and poor sleep with early waking. She complained unceasingly of 
the epigastric pain, the head pains, the weakness, a burning feeling over the left iliac 
region but extending over the whole body, and dizziness. She considered the physical 
complaints as due to ‘‘neryes.’? She stated she had put aside her worry over the 
daughter. 

In May she again became worse, with poorer sleep and weight loss, and told of her 
fear of suicide. She was especially tense and fearful that she would be discharged 
from the Clinie, feeling that she would surely commit suicide at home and would then 
lose her soul, 

w remained subdued, taciturn, except when complaining of her physical troubles, 
and was transferred on Aug. 26, 1924, to a Catholie private hospital for mental diseases 


for further treatment. She was discharged from this institution on Aug. 23, 1925, 
much improved, but still under treatment. On March 3, 1926, she was reported as 
progressively improving. She had gained 45 pounds in weight, had a good appetite, 


and was sleeping well. She had resumed to a large extent her old life, The husband, 
a simple man, had realized his own share in precipitating her illness and was much 
more agreeable. The daughter and child were living at home, and the patient’s hus- 
bani was reconeiled to this and was fond of the child. 


Comment.—A simple Polish woman with a reactive depression to home 
difficulty, with predominant physical complaining, of a sort allied to, but 
more severe than, the physical complaints arising in previous years from 
worry. Self-depreciation expressed as ‘disgust?’ over her inability to 
work. Downhearted, with morning-evening variation, suicidal fears, early 
morning waking, and marked weight loss completed the depressive picture. 
Duration about two years. 

In such a person, the displacement of the emotional reaction on to 
physical complaining is perhaps best understood as arising from the sim- 
plicity of her make-up, in which emotional reactions and their historical 
character are little understood. The fact remains that the total reaction 
arose in a definite setting and subsided two years later when passions had 
cooled, and her own disorder had subsided spontaneously and to treatment 
procedures. 

In tension depression! there are the outward manifestations of tension 
and to a less obvious degree of depression. Tension is expressed in a 
constant urge to restless strenuosity, chafing at restriction, and in an 
inability to submit to the collaboration necessary to therapy; a great 
demand for immediate results; characteristic hypochondriacal complaints 
of skin paresthesias, itchings, burnings, crawling sensations, at times with 
actual eezematous eruptions, visceral *t quiverings,"" “Пећ bands?’ about 
the head, tightness in the neck, ete., with marked vasovegetative imbal- 
ance, in much the same manner as in the anxious depressions (above). 
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These are the prominent symptoms, and they are very likely to mask the 
constant undercurrent of depression with its suicidal risk. The unwary 
physician is in danger of minimizing the depression to the patient’s own 
detriment. 

The reaction occurs in young adults (in the thirties and forties), who 
have achieved success through strenuous activity, with a poor balance 
in relaxations, and who do not know how to adapt themselves to the 
exigencies of the diffieult situation producing the reaction; commonly 
an unpleasant dilemma, where any choice presents unwelcome future 
sequelae. The reaction is likely to be prolonged (three to five years or 
more) and to be resolved only by vigorous personality study combined 
with the supportive measures necessary to all depressions. 


Case 0314.—Mrs. L. H., aged 31 years, housewife, Methodist, was admitted to the 
Henry Phipps Psychiatric Clinie on Oct. 28, 1931; discharged May 19, 1932. 


Young woman, always dependent, and never having to face responsibility, finds 
herself with marriage, a child, accidents to parents and child, and her husband’s 
financial difficulty and subsequent alcoholism in a situation of acute insecurity. She 
developed a tense anxious state, marked by cardiovascular anxiety symptoms and 
burning, crawling skin sensations, to which were added depressive symptoms: in- 
somnia, weight loss, weeping, sadness, with morning-evening variation. The patient 
denied depression but was observed constantly во. The reaction was rather insidious 
in origin, and not dissipated on her discharge, although she had gained enough con- 
trol and insight to evolve a fair plan to solve her difficulties, with a willingness to 
change the plan depending on the degree of its efficacy. 

Seven years later she reports herself very well, divorced, with the full custody of 
her child, working, with an excellent position and good record, sleeping soundly, and 
meeting daily concerns squarely, or by recognizing they are beyond her control and 
not worrying over them. 


The patient was brought to the Clinie by her sister on the urgent advice of her 
family who were anxious about her condition, The patient complained of sleeplessness, 
trembling, ‘worms crawling under the skin, especially the skin of the hands, and a 
feeling of exhaustion. The sister added that she cried and had spells of wringing her 
hands and rubbing her arms at 4 A.M. At these times she sobbed, said she was in 
hell, begged that something be done for her lest she die or go crazy, and was so 
Ме; in herself’? that she was not to be ‘‘reached.’’ After these spells she was very 
wenk, 


The patient, sheltered throughout her life, suffered a series of ‘‘shocks’’ beginning 
in the fall of 1929, when her parents were badly injured in an automobile accident. 
She eared for the invalids for several months. It was a new and trying experience to 
have to be responsible for the parents who previously had always cared for her. In 
May, 1930, her only child was badly burned, developed a keloid at the site of the 
burn, and he was taken to many clinics over the country for care. During this time 
she knew that her husband was having financial difficulty, and that there was much 
friction with his family over it. In March, 1931, she was finally told that they were 
deeply in debt. Shortly after, she discovered her husband drinking heavily out of 
diseouragement, and he neglected his business, thus further jeopardizing their security. 
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15 March, 1931, she began to feel *'nervous,'^ but managed to keep going, helped 
her husband in his work, and moved to other cheaper quarters, In May her hands and 
fect began to be cold and clammy, and tiredness and crying spells soon appeared, On 
the strength of these symptoms and a basal metabolic rate of +11 per cent, hyper- 
thyroidism was diagnosed, and treatment with Lugol’s solution begun. In July her 
condition became worse, and she began tq have a crawling sensation under the skin 
of the hands, Appetite was poor, and she lost weight. During September insomnia 
developed, barely helped with sedative drugs. She was treated with isolation which 
made her ‘frantic, bed rest, walks with nurses, ete, Nothing helped after the first 
few days, The family finally urged her to come to the Clinic. 

She was the younger of two children of a college professor and his wife, dependent 
on them always, and who in turn had never caused them a great deal of concern. 
She was a happy, friendly child with no neurotic traits. She did well in school and 
col and had numerous friends. She worried over examinations perhaps more than 
the average student. At the age of 20 years she spent one and one-half years in New 
York taking postgraduate work, but was finally brought home because sho was having 
such a gay time she did not work. 

he fainted with the first menstruation despite the fact that she had received in- 
struction regarding it. She had several infatuations from the age of 15 years to her 
mariage at 24 years, The marital life was said to be happy. The husband was a 
“yindbag,’? sure of himself, used to spending money on horses and drink, but he 
never drank heavily until the preceding summer. He gave her all she wanted and 
onsiderate’? of her. She professed to be much attached to him, After one 
ialf years of marriage she became pregnant. Labor was normal, and the child 
uealthy. Contraception was not used. 

The patient was the younger of two sisters. The father was stable, hot tempered, 
and affectionate, ‘The mother was nervous, oversolicitous, and adored the patient. 
‘The older sister assisted the parents in smoothing out all obstacles for the patient. 
The paternal grandfather was a heavy spree drinker, and a paternal aunt was hos- 
pitalized for a year for some nervous illness, making then а complete recovery, 

The patient was always cheerful, stable, affectionate, friendly; she was easily hurt 
and dependent upon the impression she made on others, craving attention. She said 
she was always apprehensive and more 80 since marriage, because of her responsibilities, 
She wanted to be sure before she made any move and worried constantly about the 
child and over unpaid bills, 

On admission the patient appeared in no wise unusual, declared she felt **in pretty 
good spirits," never depressed, but exhnusted, She feared insanity as the outcome of 
protracted insomnia and complained of the burning, crawling skin sensations. She 
said, «If I didn’t have any baby to think about nt home, I'd be more contented,” 
‘The sensorium and intellectual resources were normal. 

The physical examination disclosed moderate undernutrition, moist cold hands and 
feet, pulse rate 80-108 per minute, blood pressure 120/84. The tendon reflexes were 
slightly exaggerated, and the lid slits were slightly widened, She complained of 
long-standing constipation. The basal metabolic rate was -4 per cent, The glucose 
tolerance test on Nov. 15, 1931: 


Fasting 95 mg. per cent 
16 hr. 163 mg. per cent 
1 hr. 155 mg. per cent 
2 hr. 115 mg. per cent 
3 hr. 75 mg. per cent 


The other laboratory findings were normal. 
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Fig. 42.—Sleep chart from Case 6314, 


showing early morning waking. 
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The patient remained exceedingly tense, pacing about the ward, complaining of 
crawling, burning sensations under the skin, worried about her sleeplessness which in- 
deed was very marked, and sensitive to treatment. Despite her denial of depression, 
she was daily observed by the nurses as sad, brooding, anxious, and weeping, with a 
marked improvement in the evenings. At times she was very cheerful, but never free 
of her complaints. (See sample behavior and sleep charts, Figs. 41 and 42.) 

The problem became clarified with her stay in the Clinic. She clearly feared losing 
her husband, whom she also did not regard as her equal. When she returned home 
from New York, he had swept her off her feet by a shower of expensive gifts and 
“doing the right thing’? always. The security which her parents had always given 
her vanished with her marriage. She debated leaving him to return home, finding 
plenty of reason in his alcoholism, and his unreliability, yet was proud and preferred 
to stay with him, She was having a hard lesson in independence. This problem was 
the issue in her tense-depressive state. 

She left hospital on May 19, 1932, after only the slightest improvement in her 
symptoms, but in the meantime she had learned to keep going and to try to think 
through her day-to-day difficulties. She made a tentative plan of action designed to 
give both her husband and herself a fair trial at a new start. He appeared coopera 
tive. 

The plan did not work out. The difficulties grew, and the patient finally divorced 
him in 1935, gaining the full custody of the child. Her father died in the meantime. 
She prepared herself for business and has been most successful in her work since, is 
happy, feels well, sleeps excellently, and does not worry. 


Comment.—The problem in this ease is a state of marked tension with 
restless chafing, skin sensations of burning and crawling, fears of insanity. 
and panicky sensations, combined with depressive sadness with morning- 
evening variation, brooding, weeping, insomnia, and weight loss. The 
patient’s denial of depressive affect only emphasized the importance to 
her of the tension symptoms, but continuous observation on the ward 
left no doubt of the reality of the mood disorder. The condition was a 
reactive one, arising in a protected, dependent woman who, through a 
series of misfortunes, found her security undermined and herself faced 
with unpleasant alternatives for future action. The depressive features 
subsided somewhat in the Clinie, but the tension symptoms subsided only 
a little, sinee they represented essentially a reaction to a special situation 
whose potentialities for trouble were still not spent and since the patient 
herself had evolved no plan of action wholly acceptable to herself. 

Recovery followed death of her father, her mainstay for security, and 
divorce from her husband. She readjusted her life, assuming full respon- 
ш for it, and, with her talents to support her, has done remarkably 
well. 

In catathymic depression (from cata—bound down, and thymos—mood) 
the affect is closely bound to certain topics, on which the patient harps 
continually; in fact, only in connection with these topics is the depres- 
sion likely to be exhibited. There is a tendency also to delusion for- 
mation and other allopsychie modification. 
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As the name indicates, these depressions in their extreme topicality 
are related to specific life experiences and personality characteristics 
which favor complex formation. 


с 5803.—Mrs. B. R., aged 24 years, housewife and artist, was admitted to the 
Phipps Psychiatrie Clinic on Jan, 23, 1930; discharged December 19, 1930. 


A talented artist, very close to, and dominated by, her mother, suddenly in her 
mother's absence decided to marry after an engagement of only two weeks. With 
the decision she became tense and irritable and with her mother’s return for the 
wedding seemed depressed, Later she said she had suddenly seen her husband 
“‘through mother’s eyes'' (disapproval). There was friction between mother and 
husband, and the patient became more depressed and vomited her food, Complained 
of having ‘‘no personality,’’ ‘‘no backbone,’’ could feel no response to anything, 
could not tell whether she would be happy or unhappy with her husband. On admis- 
sion she showed little objective depression, yet in a panic at finding herself ‘‘in a 
rut’? made a serious suicidal attempt, which all but succeeded. She talked of emo- 
tional eruptions, and harped on the idea that she was not sick, that she had always 
been that way but had only slowly come to the realization of the fact. Impulsive 
suicidal attempts alternated with periods of quiet when she worked at her painting. 
She became aware slowly of the problem of emancipation from her mother, and with 
the gradual return of a less set attitude to her difficulty, she experienced a remark- 
able recovery. She chose to return to her husband and her art and has been well 


since, 


patient eame to the Clinic accompanied by her mother, who stated she had 

tremely depressed since her marriage in September, 1930, The patient said, 
“I am just realizing how I am. I have no personality. I have always been this 
way, only I didn’t realize it and I cannot feel things as I should.’’ 

The patient, an artist of considerable talent, became tense, restless, and uneasy a 
few days before her wedding in September, 1930, which had been hastily decided on 
only two weeks after her engagement. She had misgivings as to whether he was the 
right man, She decided she could not retreat and soon felt better. Her mother, to 
whom she was very close and who dominated her, had been away, and at her return 
for the wedding the patient felt she had treated her strangely in not consulting her 
about the affair. After the marriage she began to feel her husband was not like her 
own family, and she began to see him ‘‘through mother’s eyes." There was some argu- 
ment over her accepting money from her parents. The patient began to vomit with 
her meals, to feel indecisive, to sleep poorly, to lose weight, and noted a lack of 
spontaneity and enthusiasm for her painting. She worried somewhat over the sexual 
situation, fearing cancer on account of the use of contraceptive pessary. 

She began to feel that she did not know her own mind and had no definite ideas, 


but she saw this all as a personality defect—not illness—to which she would simply 


have to accustom herself and because of which she would lean on others always. She 


came to the Clinic at her husband's advice. 


There was no secret of the unhappy marital situation. 
to him physically but found fault with his cultural differences; she declared she was 


pulled toward him yet back to her family. Her illness began во soon that they really 
had no reasonable opportunity to test the latent potentialities in the marriage, although 
they had been very fond of each other for some time before. 1 

The patient, the elder of two children, had had a normal birth. She cried a great 
deal until she was 3 years old and walked and talked in her sleep for two years at 


The patient was attracted 
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8 to 9 years of age. She left school at 16 years of age to study art intensively. She 
had had excellent training and her work had already been well received in European 
and American exhibitions. Her mother was with her always, and the two were in- 
separable. The parents had no realization of the stranglehold the mother had on the 
patient’s emotional life and stressed the inequalities in temperaments of the patient and 
her husband as the vital element in the situation. The patient’s habits were good. 
She had no religious interest. Menstruation had begun at the age of 15 years, and she 
was not disturbed by it. During the preceding year the flow was scant, and she was 
given hormone treatment. 

The mother, aged 49 years, had ‘‘chronie stomach trouble," woke with a ‘‘de 
pressed feeling’? which she associated with her stomach, and in the face of any un- 
pleasantness habitually contemplated suicide and has feared she might take her life 
in an impulsive moment. She forced her husband to change his work in order to mak: 
more money and then wanted to divorce him, but she had insufficient ground to ac 
complish this. The father, aged 51 years, was reserved, nervous, easily irritated. He 
was successful, absorbed in his business, One brother, aged 20 years, was well There 
was no history of outspoken mental disease in the family. 

On admission the patient appeared friendly, cooperative, showing very little affect 
and considerable spontaneity. She answered to the question concerning her spirits 
**T am conscious all the time of what I really am and always have been. I can only 
say that I have no personality, no feeling for things as I really should. Nothing mean: 
very much to me. I keep thinking that I am really a person who is nothing in por 
ticular, no real desires ever, and I have thought all these years that I did have a 
personality and I really haven’t.’? The sensorium and intellectual resources wer: 
adequate. 

The physical examination showed a well-developed, well-nourished young woman, witi 
slightly exaggerated tendon reflexes, blood pressure 132/85 and pulse 88 per minute. 

Two days after admission, without previous warning, she tried to run away, and 
on being returned to the Clinic explained, ‘‘This is no place for me. I can’t go on 
It’s no use! How did I get into this rut?’’ A few moments later she made an all 
but successful suicidal attempt with a concealed razor blade. There followed much 
surgical work, complicated by necessity for transfusion, an infected wound, ete. But 
this was finally successfully overcome, more easily than the patient's stubborn self- 
depreciation, which saw her difficulty not as illness needing treatment, but as funda- 
mental character defect, on which she dwelt continually. This conception of things 
furnished the motivation for numerous additional suicidal attempts, much irritability, 
and impulsive berating of those attempting to help her. Withal she was able from 
time to time to return to her painting, but with no spontaneity or pleasure. It all 
appeared mechanical to her, even when the product was good. The period in Clinic 
gave opportunity for clear demonstration of the fundamental problem as one of lack 
of emancipation from early parental dependencies and failure to establish an autono- 
mous life. The patient saw this clearly also, but constructive effort to evaluate the 
present and future was blocked by the mood of depression and its set explanation. 
Gradually, however, she began to experience a return of interest and pleasure in living, 
stimulated by an exhibit of her work given in the Clinic, and for which she received 
excellent notices. From this time on there was progress in spite of marked variation 
with return of the depersonalization and eatathymie considerations. 

She left the Clinie on Dee. 19, 1930, ehoosing voluntarily to return to her husband. 
Both patient and husband had learned much from the illness, and the course of events 
since has been most happy. The patient since has continued her work with gratifying 
success. 
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Comment.—The life situation of this young woman was not unlike that 
of patient, Mrs. L. Н. (Case 6314—reported under “Tension Depres- 
sion’’), in the difficulty of emancipation forced with marriage. In this 
ease the situation was more acute, and the patient's reaction much dif- 


ferent, showing in remarkable clarity the catathymie affective reaction. 
Mood disorder was not immediately apparent and seemed to be almost 
completely contained within the verbal formula, in essence: “T’ve a defec- 
tive character, always have had, and there’s nothing to be done about it." 


The illness was strongly reactive, yet the emancipation was finally accom- 
plished with no great diffieulty after the depressive reaction had subsided. 
Poor sleep was an early item in the illness, but there was no weight loss, 
neither did the weight change appreciably during her Clinic stay. The 
pulse was not very labile. The grave suicidal attempt was not preceded 


by any obvious warning change in her cooperative attitude, and observa- 
tion of pulse, sleep, glucose curves, blood pressure, etc., either were of 
no significance or were not made so early in the stay. 

The case has many points in common with Case 6748, Mrs. D. G. (see 
under ‘'Thymonoie Reactions’ below) in that complex determined affec- 


tive reactions were in play, but this ease was without the outstanding dis- 
play of affect and the strong systematization in the latter case. 


Thymonoic reactions? are closely related to eatathymie reactions. They 
are distinguished by the presence of strong affective faetors and equally 
strong tendency to systematization of thought (in the direction of de- 
pressive delusion), each factor springing from the same experiential and 
personality sources, and each feeding on and becoming more strongly 
fixed because of the other. These are the strongly “ntellectualized”’ 
and “rationalized”? depressions, with marked systematized content, at 
times entirely autopsyehie, but also at times with allopsyehie manifesta- 


tions. The suicidal risk is considerable and not to be minimized because 


of the appearance of a preponderance of verbalization and few of the 


outspoken physiological evidences of depression. 

They occur in rigid make-ups in whom the experiential factors pre- 
cipitating the reactions are of such a sort as to favor the erystallization 
with a depressive coloring of preformed tendencies to systematizations, 
as, for example, religious beliefs, strong bias from parental teaching 
concerning ethieal standards, ete. 


housewife and musician, Episeopalian, was 


Case 6748.—Mrs. D. G., age 49 years, 
discharged Jan. 7, 1934. 


admitted to the Henry Phipps Psychiatrie Clinie April 8, 1933; 


Second attack of depression, a photographic reproduction of a previous one 21 
years before, except for its greater duration, precipitated by extramarital sexual 
arousal which immediately evoked strong guilt feelings. The depressive self- 
ized by a religious revelation of some sort, 


depreciation became fixed and systemat: 
which admitted of no alternative explanation. Depersonalization, agitation, depres- 
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sive delusions concerning her own sinfulness, and her husband’s and daughter’s 
virtue, poor sleep, weight loss, were other features of the depression. There was a 
strong hereditary tendency to depressions. The patient was ill two years in the 
first attack, and already six years in this one. 


The patient was brought to the hospital by her husband, who stated that she was 
in a second depression, that she talked of the ‘‘white angel?" and of the devil, that she 
had feelings of guilt, that she felt her emotions were dead, and that she was forsaken 
by God. The patient, when asked why she had come to the Clinic, picked at her lips, 
and in a staccato voice said only, ‘I can’t tell. . . it’s all a fake—the whole thing.’’ 

The onset was in the fall of 1932. The patient, her husband, and three children 
had gone to Europe for a tour, and at its end arrangements were made for two of the 
children to enter school, one to remain with the patient in Paris, while the husband 
returned to America and duty. The patient was thrilled, for it meant for herself the 
long cherished opportunity of resuming her musical studies. In the ensuing months 
the patient was enthusiastic over her program and was much pleased when the teacher 
complimented her and urged her to stay two or three years for further study. She 
wrote her husband asking him to try to arrange his affairs so that he could join her 
in Paris. His answer that this could not be done disappointed her greatly, and hints 
of this cropped out in her subsequent letters. 


In January a young man, friend of her son, stopped off at their home. He was a 
musician, During the next days there was much gayety with young people, and the 
young man paid her much attention and arranged to take music lessons with her. She 
wrote her husband imploring him to remain young and vigorous, not to settle down. 
to a *middle-aged?" attitude, and spoke of her intense physical longing for him. On 
February 2, after dinner at which the young man drank some, he declared himself 
madly in love with her. His ardor swept her off her feet, and she at first responded, 
then recoiled, and told him she could not see him again. She wrote her husband of 
this experience but failed to mail the letter. The next day in a letter she deseribed 
herself as ‘‘dazed,’? ‘‘tired,’? ‘‘disgusted with myself,’’ and said that she had drifted 
from the church and that she had again taken to reading the Bible. ‘‘I find how 
much I need it.*" 


On Feb. 7, 1933, she entered a Paris hospital, complaining of fatigue, poor appetite, 
and poor sleep. She said she had been under severe strain, On February 12 she men- 
struated for the first time since October, 1932. She told the nurses she felt as if 
in a ‘‘void,’? “е world in а vacuum.’’ She was described as depressed throughout 
the month. On March 2 she was ‘‘radiant’? at the arrival of her husband. She 
described to him on March 5 an unusual experience—referred to by her husband as 
a vivid dream—which seemed to be related to the experience of her first depression. 
Remarks about guilt appeared, she said she was ‘falling into a bottomless pit,’’ 
that a ‘‘white angel, the devil, and I only know about it.’? March 8 she said, ‘‘He 
will never forgive me. It was too much alcohol that did it." On March 12 she 
sailed for America. ‘‘The black hand of sin has taken the feeling away from my 
heart.’? She complained of ‘‘congestion at the base of the brain,’’ that the enormity 
of her guilt would some day be discovered, that her emotions were dead. In the 
hospital on her arrival she appeared slightly better but still talked of her emotions 
being dead, of having committed the unpardonable sin; there were periods of agitation 
in which she mumbled to herself. She was transferred to this Clinic on April 8, 1933. 

On admission she was very agitated, holding her face in her hands, and running 
her hand through her hair. She picked at her lips or tremulous face, There were 
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occasional sudden spasmodie contractions of the gluteal muscles making the whole 
body jerk. There was little spontaneous talk, declaring in answer to inquiries, ‘‘It’s 
hopeless . . . it’s all a fake."' The mood was described as **very low,’’ getting worse 
throughout the day. “І don’t hardly think any more . . . my eyes read . . ." and 
the feeling that her talk came without thought all expressed a certain depersonalization. 
She said that she heard voices but offered no elaboration. Orientation was good, but 
the intellectual resources could not be adequately tested because of her preoccupation 
and agitation. She expressed her trouble as the fulfillment of a prophecy, saying that 
it had been revealed to her once before. 

The patient had had a depressive attack lasting about two years when she was 24 
or 25 years of age. The patient experienced frustraneous sexual excitement from her 
fiancé, whom she later discovered to be dissipated and suffering from venereal disease, 
She was shocked, broke the engagement, became depressed, felt guilty over her conduct 
and concerned because she was physically attractive to men, felt God had abandoned 
her, talked of the **white angel’? and the devil, and thought her mother kept a house 
of prostitution. The physician who cared for her then saw her several times in this 
illness and felt the two attacks were almost identical in character, the first one more 
severe, 

The patient/s birth and development were normal. Her health was always good. She 
had on excellent musical education. As a young girl she was disturbed by the creed 
of her chureh and very serupulous. She married at the age of 26 years, and the 
marital life was happy. She had five children, three of whom are living, cared for her 
home, and kept up with her music. Sex relations were satisfactory, with a gradual 
decrease in the sex pace during recent years. v 

She was described as a vital, vivacious, enthusiastic person with a tendency to mood 
swings; conscientious, religious, affectionate, sympathetic, stirred by beauty, sociable, 
but with strong likes and dislikes; fearless, athletic, with a great desire to excel. 
There has always been a tendency to fatigue and depression of spirits when under stress. 

In the family the father was a youthful spirited man at 78 years. The mother had 
two ‘breakdowns’? of short duration at the ages of 30 years and 50 years. The 
mother's sister was depressed several times beginning at age 17 years. She also had 
guilt feelings about her sex attractions to men. 

The physical status showed a weight loss of 15 pounds, coarse irregular twitching 
of the facial museles, tremulous tongue, moist hands and feet, pulse 97 per minute, 
blood pressure 127/90. The laboratory findings were normal, 

In the Clinie she was usually very agitated, but remarkably industrious and со; 
operative with the ward program. She played the piano and improved in this during 
her stay. The mood was depressed without noticeable diurnal variation. She spoke 
in terms of self-condemnation, of her husband as being the reincarnation of Christ, and 
her daughter as the Bride of Heaven. She was depersonalized and felt latterly that 
her family were dead. She gained 10 pounds in weight, and her sleep was improved 
with sedative drug administration. 

She was transferred to another hospital for further treatment on Jan. 7, 1934, Since 
that time she has been constantly in one or another hospital, and the reports received at 
frequent intervals indicate a fixation of the condition with no sign of amelioration. 

During her stay in another hospital, the daughter became depressed, with a rather 
firm conviction that the future held nothing for her but the life of a * bum," but withal 
she was only rather apathetic and indifferent. She was hospitalized for about three 
weeks and after a visit to relatives in a far distant country improved and married. 
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Comment.—Recurrent depression, with marked agitation, depersonaliza- 
tion, and depressive delusions of her own worthlessness and sinfulness and 
of the virtues, by contrast, of her husband and child. These photographic 
illnesses were precipitated by similar settings of sexual arousal of a sort 
not to be countenanced by her strict religious-ethical sense. The greater 
fixity of the second attack testifies to her greater rigidity of nature anc 
perhaps to the involutional influence. The delusion formation, paranoi: 
revelation, and fixity all bespeak the strong topical character of the depres 
sion. The content and its fixity appear to have been taken over full fledged 
from early preformed religious-ethical conceptions. Even the delusions 
have the religious coloring. It is of a sort to admit of no compromise ani 
because of its fixity feeds fuel to the depression. Just as surely, however, 
the content is significant only because of the depressive affect. The strong 
family tendency to depression also must not be forgotten. 

Aversion depressions are depressions characterized, in addition to th: 
depressive features, by the evidences of aversion to the faets of the illness 
and to the medieal eare it necessitates. 

Because the lack of rapport makes a good estimate of the eondition 
difficult, the suicide risk is likely to be great. 


Cass 7387.—Mr, Р. J. S. aged 42 years, married, telegrapher, Presbyterian, was ad 
mitted to the Henry Phipps Psychiatrie Clinie on Sept. 15, 1935; discharged Aug. 9 
1936. 


In August, 1933, the patient, a mild-mannered, steady man, became nervous and 
worried after his wife's kidney operation. In February, 1934, he had to stop work, 
submitted to a number of operations at one sitting, but felt no better. Fearful of 
going home, he was depressed, lost weight and sleep, kept the shades pulled in his 
home. After eight months’ improvement and return to work, he worried without 
cause about money. Then worse again, he stopped work, was depressed and fearful, 
took to bed, said he saw a man in a long black cloak who told him to knock people 
in the head and to kill himself. Suicidal attempt with some incongruous features in 
August, 1935, In Clinic averse, tight lipped, frowning or smiling but never frank, 
looked sad much of the time with some apparent morning-evening variation in it. 
Suspicious, fearful, but could not confide, Declared he was well. Gradual objective 
improvement, Hinted at specific troubles but then cut off further inquiry. Left 
hospital against advice with wife, much improved, but reticent. 


The patient came to the Clinie accompanied by his wife who complained that he 
was bothered with depression and constant fear, while he simply stated that he had 
come to get well, if there were anything wrong. 

The onset of the trouble was in August, 1933, when his wife underwent a kidney 
operation, At that time he became nervous, began to brood, paced the floor, and 
would talk very little. His appetite continued to be good, but the sleep was poor. After 
his wife came home, she continued in bed and had a nurse until November. The patient 
continued working and did his work accurately. His colleagues in the office noted he 
was worried but thought it was about his wife. 
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y February, 1924, he was so much worse that he quit work and consulted a physi- 
cian. After the usual medieal and x-ray examination the patient underwent an opera- 
tion on February 22, under general anesthesia, at which time four abscessed teeth were 
ed, the right antrum drained, the tonsils removed, and a hemorrhoidectomy was 
performed, He remained in bed a month. He was worried and depressed and did 
not always recognize people when they came to see him. He feared to go home and was 
taken to his mother-inlaw’s home. He seemed very depressed, was quiet and talked 
little, slept poorly, and the weight dropped from 138 pounds to 120 pounds by April. 
At times his body twitched. In April he returned home and appeared fearful of some- 
thing, of what he would not say. He kept the window shades drawn and said he was 
afraid the police would come and throw him out. He was worried about money and 
said that he had lost everything. He did little about the house, spent much time in 
bed, and gained a little weight. 

During the summer he improved, and by September, 1934, he was able to resume 


re 


work at his old salary. His work was accurate but not as fast as formerly. He worried 
about money matters and finally on November 1, to save money, he and his wife moved 
inte ihe mother-in-law’s home. There he improved; he took more interest in things 
and his sleep was better. He continued in this condition until May, 1935, when he 


to be nervous, would eat only a little, lost weight, and slept poorly. "There was 
some lack of sex desire, and his wife had to urge him to sexual intereourse, whieh was 
accoiplished about once weekly. 

By August, 1935, things had become so bad that he again had to stop work. He 
stayed in bed most of the day but would get up evenings, when it was noted his spirits 


began 


were better, He took little interest in things but kept up somewhat with current news 
in the papers. He told his wife that he sometimes saw a man in a long black cloak 
who told him not to do the things he wanted to do and who followed him about. This 
figure also told him to go out and knock people in the head and to kill himself. One 


night early in August, 1935, he tied a rope about his neck while in bed and then called 
for his father-in-law to come and help him kill himself. He was easily dissuaded. He 
thereupon was brought to the Clinic. 

The past history is rather uneventful. Always healthy, he graduated from high 
school at 16 years, and immediately started work with a commercial telegraph service; 
he remained with the service ever since. He earned a maximum in 1930 of $250 a 
month, which was then cut to $200. He had saved money, but medical bills and inability 
to work have used up the savings and the home was mortgaged. He was married at 
the age of 28. The wife has continued to work, and there have been no children. Sex 
relations have been satisfactory to both. He described his marital life as happy. 

His wife described him as sweet-tempered, mild, jolly, a social drinker. A friend who 
accompanied them added that he was always rather suspicious. 

The father was a Presbyterian minister, stubborn, but not fanatical, and fairly easy 
to get on with. His mother died in childbirth when the patient was 6 years old. His 
father remarried in two years, and the patient was on good terms with the stepmother. 
The patient was the second of three children. There was no history of nervous or 
mental disease in the family. , - 

On admission the patient was quiet and orderly, seemed somewhat worried, and smiled 
Occasionally in a peculiar sort of way. He was neat in appearance, eooperated during 
the examinations but seemed reluctant to talk of himself. The stream of talk was 
normal When asked how his spirits were, he said, ‘І wouldn't say happy and Т 
wouldn't say sad," and admitted on questioning that he became despondent at ames: 
He said he felt better in the morning (compare with wife's statement). He said he 
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was ‘‘worried about things, nothing in particular,’’? in a manner to cut off further 
inquiry. He admitted having seen the man in the long black cloak but added, ‘‘ There 
is nothing more to tell.’ The tests for sensorium and intellectual assets were well 
performed. When asked his plans, he said, ‘‘ Well, if there's nothing wrong, I want to 
go home now.’’ -When asked if there were something wrong: ‘‘I don’t think there 
is anything wrong with me.’’ 

The physical examination showed a well developed man, 32 pounds under his ideal 
weight (116 pounds compared with 148 pounds), of asthenic habitus, with a functional 
systolic murmur, blood pressure of 120/80, and normal temperature, pulse of 90, ani 
normal laboratory examinations of blood and urine. 

In the Clinic he appeared sad, preoccupied, lacking in initiative, at times agitated 
and suspicious, There was a dearth of spontaneous activity, and he was very uncom- 
municative with the physicians. He occasionally spoke to nurses, attendants, and othe: 
patients. He frowned, appeared sad, but often when spoken to smiled in a manne: 
which with his plain evidence of reluctance to talk of himself prevented further con 
tacts. He consistently denied anything was wrong with him. He ate his meals stand 
ing up at the windowsill and played solitaire for hours standing by his bedside table 
Often he turned his back at the approach of the physician. He looked suspiciously, 
apprehensively, and furtively about the ward, yet never appeared actually unfriendly o: 
even angry, just grim and averse. No evidence of hallucinations or even of delusions 
was ever elicited. 

He made slow but gradual progress with an occasional spurt in his improvement whic! 
eame without any clear relationship to any specific treatment procedure, to his wife's 
letters and her occasional visits, or to other known factors, except for one occasion, when 
it was linked to the permission to go out from Clinie with other patients unattended 
by & nurse. 

Toward the end of his stay he hinted at specifie worries, but always stopped short of 

their clear identification. He said once that if he had told all that had been worrying 
him he would have been well long ago. He hinted at disappointment that he had not 
had a home and babies but said a woman had a right to do as she pleased. 
. He gained 18 pounds, losing a little in his last weeks at the Clinic. The pulse, 
which had ranged from 80 to 115 per minute in the early weeks of his stay, settled a 
little but remained labile. The sleep throughout was excellent, averaging about eight 
hours nightly, without sedative medication. 


Against advice he left the Clinic at his own demand and on his wife’s insistence that 
she could take care of him. 


Comment.—The patient presented a difficult problem largely because 
of the attitude of bitter-end aversion to his own illness and to the medi- 
cal care which it necessitated. The depression seems clearly established 
by the sadness, the morning-evening variation in mood, the worry, sui- 
cidal attempt, weight loss, and poor sleep. The suspiciousness may have 
had some roots in his previous personality but would seem to have been 
adequately accounted for by his intense aversion and reluctance to admit 
anything wrong with himself and to reach out for help. 

The attitude to medical care had its origins in a profound fear of 
operations, which flared up first with his wife’s and then his own operation. 
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Tight-lipped and grimly smiling, he admitted nothing, accepted what 
he could of the Clinie's therapeutic fare and rejected what he did not like. 

A paranoid element is suggested in the drawn window shades and the 
vague suspicions, but this seems to have been incidental to his fears. The 
man in the long black cloak remained a mystery but evidently repre- 
sented a sinister fearsome figure, a dramatization of his grim panicky 
state of unrest. 

It is likely that the marital situation was at fault, suggested by veiled 
hints of disappointment at having been denied a home and children, by 
his wife’s forcing him to sexual relations during his illness, and by his 
concern over her operation. His demands that she take him away from 
hospital and his evident pleasure in her visits may have been as much 
evidence for his distaste of the hospital as any positive evidence of real 
affection for her. 

‘here are many unanswered questions. For example, why did he sleep 
so well in hospital, whereas his wife reported his sleep to be bad? It 
may have been a way to obliterate the situation to which he was so averse. 

In the long run, aversion to treatment finally outweighed the depres- 
sion and the initial worries, whatever they were. 


In late adult life appear commonly two types of depressive reaetions, 
the agitated depression and involutional melancholia. 


Agitated Depression 


Agitated depression has much in common with the anxious depressions 
noted above but is characterized specifically by the presence of motor 
agitation, a diffuse, purposeless motor restlessness, picking, pacing about, 
jerking of the extremities, and trembling. The motor agitation may be 
constant, only disappearing in sleep or with proper relaxation measures, 
or it may show definite diurnal variation, directly with the mood. The 
mood is expressed as fear or anxiety, and the content relates to disaster 
about to befall the patient. There may be difficulty in falling asleep, 
directly attributable to the fear and to the restless agitation, as well as 
early morning waking more characteristic of depression. The other 
features are much like those of anxious depression (q.v.). 

The reaction oeeurs in late adult life, commonly after serious loss 
threatening future security, or as à reaction to promotion, with the in- 
crease in responsibility which that entails. : 

What special personality characteristics are concerned in the produc- 
tion of motor agitation as a significant accompaniment of depression are 
not known. In this connection it is to be remembered that some wild 
animals tremble when caught, others show remarkable motor inhibition 


(the so-called totstell reflex). 
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Case 0279.—Mrs. L. M., aged 61 years, widow, housewife, United Brethren, was 
admitted to the Henry Phipps Psychiatrie Clinic on Sept. 23, 1931; discharged Feb. 19, 
1932. 


Recurrent depression (after 25 years), with few precipitating and strong con- 
stitutional factors, featuring agitation, lability of mood from agitation and anxiety 
to elation or to stupor, and a constant undercurrent of ‘‘homesickness,’’ as a de- 
pressive equivalent expression. Much simple religious self-condemnation and con- 
cern over expenses, in keeping with the simple outlook on life common to the entire 
family and the community. Still in hospital eight years later. 


The patient was admitted with the complaint that she had done something in the 
past that could not be forgiven. About a year ago she began to complain of a burning 
and aching at first in her head, then throughout her body. The symptoms were increased 
by work. She suffered also. from insomnia and fatigue. Three months ago the symp- 
toms forced her admission to a general hospital. While there she began to talk of the 
sin for which she could never be forgiven, Returning home from the hospital on Sept. 
1, 1931, she lamented continually that she was lost, complained without cause that the 
house was not in proper order, and worried over her daughter’s temporary absence. She 
was brought to the Clinic on the advice of her family physician. 

The patient was brought up on a Pennsylvania farm, finished eight grades of country 
school at the age of 18 years, and then worked at home until her marriage to a farmer 
when she was about 27 years of age. The husband was interested only in making money 
until the last few years of his life, when he became increasingly religious and desponden! 
and feared he would die a poor man. His death of heart trouble in May, 1928, did 
not seem to affect the patient much. 

The patient had suffered two previous psychotic experiences: one at 27 after the birt h 
of a child, the details of which are unknown, and a second for which she was hospitalized 
from July 5, 1906, to March 12, 1907. At that time she was depressed, with religious 
preoccupations and the delusion that her soul was lost. She was suicidal and talked 
of drowning herself in the river, She recovered completely and remained well until the 
present attack began. 

The patient was always nervous, shy, backward, but sociable, even tempered, thrifty, 
and stubborn. 3 

Her father probably suffered a depression once in his long life. He died at 75 from 
1 general breakdown in his health. His sister was thought to be *terazy,"" and another 
sister was ‘simple?’ in her sixties. Another sister married a man from a family with 
much mental trouble, and four of their children were peculiar: one had ‘‘spells,’’ one 
never wanted to work, one poured kerosene over herself and set fire to it, and one was 
in a hospital for mental disease several times, Тһе patient worried over this family 
lest she become like them. "The mother died at 75 of heart failure. She was stable. The 
patient had an older sister who committed suicide in a period of depression in a hos- 
pital. Her depression came on at 56, with agitation and loss of religious faith. She 
had been ill for two years when her death occurred. There was a younger brother who 
has had no psychoses, but his ‘legs have always been weak." 

A daughter was depressed for three months at 19 years of age but is now well, and 
a son has been at the Henry Phipps Psychiatric Clinic with a profound neurasthenic 
reaction leading to years of chronic invalidism, He also cannot walk far without tiring 
out, His illness, beginning six years ago, may have been ushered in with depression. 

On admission the patient appeared anxious, smiling occasionally, but she was restless, 
wringing her hands, and plead constantly to be allowed to go home. The spirits were 
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described as downhearted with no morning-evyening variation, Formerly she worried 
abont being lost, now about being away from home and spending money. She was co- 
operative on the ward, The orientation was good except for the exact date, the patient 
refusing to guess at it. She retained five digits forward and made a fair performance 
in other tests of the intellectual resources. She stated that her trouble was worry and 
the inability to control herself. She deseribed visions of the devil in her attack twenty- 
five years before and voices referring to her damnation, which died away gradually 
with her recovery. She referred to the experiences as imaginations. 

She was a well-developed woman, of pyknie habitus, with evidence of recent loss of 
weight, but still she was at 141 pounds, 19 pounds over her ideal weight. The blood 
pressure was 122/74, the pulse 94 per minute. The arteries were not sclerotic. The 
cholesterol.was high, 225, 265, and 326 mg. per cent, and the blood sugar reached an 
unusually high peak at one hour after injection of glucose, but returned to normal at 
the end of three hours: í 


Deo. 21, 1931 Feb. 12, 1938 
Fasting 100 mg. per cent 108 mg. per cent 
% hr. 174 mg. per cent 160 mg. per cent 
1 hr. 200 mg. per cent 233 mg. per cent 
2 hr. 130 mg. per cent 170 mg. per cent 
3 hr 85 mg. per cent 93 mg. per eent 


"l'ho eleetrieal skin resistance showed marked variation with variation in her behavior 
und was eonsidered to be compatible with those changes, e.g., with stupor, elation, agita- 
tion, 

She continued restless, tearful, and agitated, imploring to be allowed to go home, 
until Oct. 10, 1931. ‚Нег expression was one of anxiety and of sadness although she 
smiled when greeted. On October 11 after a day of noisy agitation, she became um 
responsive and flaccid with a frown on her forehead. ‘The reaction, showing norma, 
neurological examination, lasted about three hours. The patient explained it во: 1 
promised the dear Lord if he'd give me rest, I'd trust him again and then I'd be able 
to go home.’? She seemed to have 2 poor memory for the period of the stupor, which 
she explained as due to not paying attention. She was rather elated afterward, as if 
she had accomplished something through it. For several days there was much lability 
of mood, from agitation to stupor or elation, On one such occasion she said she heard 
hor children saying they would bring her home. On October 14 she appeared radiantly 
eestatic, spoke of joy sweeping over her like a river and of the voices which had 
bothered her being goné. Since the end of October she was elated but remained rest- 
less and every few days wept from ‘‘homesickness.’’ > 

She was cooperative and industrious on the ward and mixed well with other patients. 
She remained only superficially smiling, and spells of marked agitation came daily, which 
she attributed to homesickness. The sleep and appetite were good throughout her stay. 

On Feb. 10, 1932, her symbol marking test was five to ten minutes slower than the 
average in spite of a good grasp of instructions. — , 

She was allowed to go home on Feb. 19, 1932, still talking of her sin, but more of 
her homesickness. She was able to remain only two weeks at home, when the trouble 
became worse and she had to be hospitalized again. She has remained in state hospital 
since (1939), with some slight variation in her condition, but essentially as before: 
depressed, agitated, and with ideas of damnation for past sin. 


‘Comment,—Elderly woman, with a recurrent agitated depression, now 
of eight years duration, with strong religious coloring, ideas of damnation 
for past sins. The strong constitutional features are evidenced by the 
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heavy hereditary taint and her own history of previous depressions. The 
lack of predisposing faetors in the present illness points to the possible im- 
portance of involutional features, although no definite evidence of decline 
in the assets was noted. Of equal interest is the period of twenty-five 
years between attacks during which she was stable and productive. The 
content is in keeping with the limited outlook on life she shared with her 
husband. The ‘‘homesickness’’ she complained of so bitterly, and which 
appeared superficially to justify her eontinued agitation, was only an 
equivalent expression for the basic depression. 


Involutional Melancholia 


This is a reaction occurring in the ‘‘involutional’”’ period, a period of 
life rather ill-defined, but after the height of mature life has been 
reached, їп women associated with the menopause and in both women 
and men with the gradual decline in the capacities for effort and with 
the shrinkage in the horizon of development. It leads directly into the 
senile period after a shorter or longer time. Commonly the ages are 
given as about 45 years to about 60 years. 

With or without appropriate precipitating factors in loss, grief, etc., 
the patient slumps into a state of relative inactivity, complaining in a 
shallow fashion of ‘‘depression’’ (or equivalent expression) without evi- 
dence of deep involvement as judged by the physiological features. 
There is a strong tendency to irritability and hypochondriacal complain- 
ing and hypochondriacal delusions of a bizarre sort concerned especially 
with the bowels: the bowels no longer function, they are stopped up, 
food just disappears and is not assimilated, ete. Nihilistie delusions are 
common : the patient is not living, nor dead; the world no longer exists, 
time and space are no more; there is no food, ete. 

The reaction is protracted, extending to several years, and is likely to 
lead directly into a depressive hypochondriacal rut with symptoms of 
organic deterioration of the assets. 


Case 6898.—Mr, W. б. B., aged 67 years, married, grain merchant, Methodist, was 
admitted to the Henry Phipps Psychiatrie Clinie on Oct. 17, 1933; discharged January 
31, 1934. 


Worry over financial insecurity for wife and self in their old age led to prolonged 
rut of mild depression, lack of spontaneity and interests, physical complaints of 
weakness, and bizarre ideas of the gastrointestinal status, the brain shrinking, etc. 
Stuck in a depressive rut now eight years later, with little change, either for better 
or worse. 


The patient was brought to the Clinie because his wife, after two years of his illness, 
could no longer take care of him, He complained, ‘‘I can’t concentrate or remember 
things. The whole world looks blue and has no eharm."* 
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‘The illness began in the spring of 1931, when with the increasing economic depression 
the patient began to have a hard time collecting money due him on mortgages and in 
meeting notes due at the bank. He had about $100,000 in paper value and hoped by 
turning this into safe securities to retire soon. His wife, who was travelling in Cali- 
fornia, returned to find him tense, worried, unable to think, and suffering from in- 
somnia., He consulted a physician who prescribed a sedative. The patient had to give 
up work and took to bed. He was apprehensive over something about to happen and 
afraid of losing his mind. His appetite suffered. During the following months he 
became worse, thought of suicide, and neither wanted to see anyone nor to go out of the 
house. He exaggerated his actual financial losses and was constantly preoccupied with 
what was going to happen to his wife. Beginning in May, 1932, he had a series of 
short hospitalizations at several private hospitals for mental disease, where he appeared 
pleasant, cooperative, friendly, but complained always of being ‘‘blue’’ and spoke of 
his situation as being hopeless, and of his loss of self-confidence. He complained of 
thinking diffieulty, but the intellectual assets were intact. He ate and slept well, but 
there was general emaciation with mild peripheral arteriosclerosis, When taken out 
from the hospital each time he did not take hold, but he continued on in a rutlike 
fashion. His wife became ill, and he was admitted to the Clinic. 

The patient was born on a farm on Sept. 4, 1866. The parents were poor. Coming 
to the city after a sketchy schooling, probably amounting to seven or eight grades, he 
attended assiduously to business and at the time of the economie depression had 
$100,000. 

His married life was normal and happy. His wife had only one pregnancy ending in 
miscarriage. Their social life was quiet, His habits were good. He was a man of 
few interests, who enjoyed his home, garden, and lawn. He was a Mason and a church 
officer for years. He took pride in his honesty and let others take advantage of him. 
He had little sense of humor. 

In the family was a record of a maternal uncle who became depressed after turning 
alcoholic, 

On admission he appeared, as elsewhere, rather cooperative, not slowed, eager to 
help, and with considerable spontaneity of talk and effort. Yet he always spoke of 


being ‘‘blue’’? and ‘‘hopeless,’’ occasionally looked so, but more often his expression 
The sensorium and intellectual resources were intact. 


belied the conviction in his voice. 

As time went on he began to complain more and more insistently of peculiar physical 
difficulties. «І don’t digest my food,’’ ‘‘the scales are wrong’? (when he gained 26 
pounds), «I haven't enough blood in my veins,’’ ‘‘my stomach is shrivelled ур”; he 
complained that the stomach was too small to digest his food and that the brain would 
deteriorate. Occasionally he felt that people were talking about him. 

Physical examination showed him to be asthenie, markedly undernourished, with a 
32 pound weight loss, hypotension of 92/64 and benign prostatie hypertrophy. He 
gained from 118 pounds to 170 pounds in the Clinic, At times there pras some ankle 
edema which subsided promptly with bed rest, and for which he was given small doses 
of digitalis, 

He showed little change in the depression, beyond the development of the great 
body concern and body delusions; he seemed little moved when he was discharged home. 
He remained home until May, 1934, when it was necessary for him to be admitted to 
the state hospital, He has been there since, showing a general lack of spontaneity in 
talk and effort, with little spontaneous complaining, but, on questioning, the same 
features as were noted at the Clinic. 
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Comment.—The first depression in a quiet man who saw his hopes fo: 
old age competence shrink, leading to a reaction characterized by a quiet, 
settled **blueness?? and hopelessness, general sagging of the spontaneity 
and bizarre hypochondriacal complaints, with intact intellectual assets 
despite complaint of thinking difficulty. He was still in a hospital eight 
years later. 

The asthenic habitus, the quiet, narrow life and range of interests, the 
stable emotions until the erash of his hope for security, and the age of 
onset also mark this as a special reaction. 


Depressive stupor may be merely a phase in the depression or constitute 
the bulk of the reaction. It is thought to be simply the ultimate result о! 
depressive slowing, making for inaccessibility, lack of activity, and mutism 
In some cases it is accompanied by fancies or depressive delusions c! 
being dead. 


Case 4764.—Mr. R. D., aged 35 years, married, salesman, Methodist Episcopal, w: 
admitted to the Henry Phipps Psychiatrie Clinie Jan. 9, 1926; discharged June 12, 1925 


Concern over business difficulties was followed by poor sleep, weight loss, depres 
sion of spirits, and less talk. Suicidal attempts forced hospitalization, at which time 
he said he was ‘‘dead on his feet’’ and ‘‘buried alive.’’ Progressive developmen! 
of stupor; with uncommunicativeness, fixed body positions, lack of evidence of alert 
ness to environment, requiring tube feeding, holding saliva, expressionless face. 
The stupor persisted for over two years; then he rather quickly began to whisper, 
watched ward events with eye movements, and within two weeks went into a con- 
dition of elation, overtalkativeness, pugnacity, excitement. He was transferred to 
a state hospital, where he remained in a severe manic state for five months, when 
he began to improve; he was discharged a month later and has been well ever since. 


The patient was transferred to this Clinic from a nursing home, whither he had 
been taken for examination from a sanitarium, in whieh he had been a patient for the 
month previous. The patient was in a stupor, lying motionless with eyes closed and 
with a blank expression on his face, uncooperative and resistant; the story was obtained 
from his wife, who accompanied him. 

The patient owned a hardware store in a country village, and in the winter of 
1924-25 he began to travel for a rubber company in Tennessee. It was a poor season, 
and the patient made little money. The store had been tended by his wife and a clerk, 
and it also had not prospered. On his return he was much worried over business con- 
ditions and in September, 1925, sold the store at his own price. Immediately he re- 
gretted his action, He felt he had deprived his wife and children of their sustenance 
and that they would be destitute. He said, * I've thought and thought and see no way 
out.’? He felt he would die one night when he awoke and said he realized what had 
been done. He talked of suicide, looked for poison, tied a handkerchief about his neck, 
and once got a razor blade, which his wife wrested from him. In November he was 
restless, paced up and down, could not sleep, and wrung his hands. 

He entered a sanitarium Noy. 14, 1925. He regarded himself as a failure and 
accused himself of failure to care for his family. He said, ««I am dead on my feet, 
buried alive." While he was there, some of his brothers who learned rather tardily 
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of his hospitalization told him his wife wanted him in sanitarium because she was un- 
faithvul to him, A few days after this interview the patient became mute and refused 
to walk and to eat. On the way to Baltimore he expressed the idea that they would all 


be killed before arrival. 
The patients birth and development were normal. He had a grammar school educa- 


tion, went into business, and, despite several financial ups and downs and his recent 
worries, was in a good financial position at the time of admission to the Clinic. He 
was ambitious to get ahead, industrious, read business magazines, took little interest 


in church, was jocular, the best liked man in his village. He had many friends, but 
few were close to him. He was quiet and never expressed an opinion about another per- 
son until he was perfectly sure of his ground. 

The patient was the youngest of eight children, all of whom have been well, The 
mother at 82 was alert, jocular, industrious, even tempered, sociable. The father died 


of cancer. He was jolly, mixed in polities, with a flashing temper on oceasion, and the 
childven feared him. There was no history of nervous or mental disturbances in the 
family. 

The patient had walked part of the distance to the Clinic, but, when seen for examina- 
tion, he was lying motionless with eyes closed, opening them only when addressed, He 
said nothing; the facial expression was plank. He was uncooperative and resistant to 
examination, The stupor deepened in the next days; the body was rather fixed in 
pos ‚ and attempts to move an arm caused the entire body to stiffen. Attempts 
to stand him on his feet or to seat him also brought out a rigidity so great as to defeat 
the purpose. He responded to the physieian's talking or to nursing procedure by fol- 
lowing with the eyes and by a laboring of the respirations. He had to be tube fed 
beenuse he would not eat and because of acetonuria on admission. The first time he 


would not open the mouth and was fed by nasal tube. Thereafter he opened the mouth 
slightly. He retained saliva, drooled and bubbled it. Occasionally he turned in bed, 
sometimes at the nurse's request. Visits of his wife were met with turning his baek to 
her, and they were abandoned. 

The weight on admission was 140 pounds, showing marked weight loss, the tempera- 
ture normal, and the pulse 72 per minute, The bowel movements were eontrolled by 
enema. He was incontinent of urine. Tube feedings were made twice daily. 

‚ By the end of the first year the patient was very deeply stuporous, with variable 
effort at cooperation, but at best of the meagerest sort. 

For some months beginning toward the end of the first year, the rigidity was more 
marked on the right than on the left, suggesting а neurological basis. The right elbow 
was shown to be the seat of an old healed fracture, and it is possible that the generalized 


ing when the right arm was moved), 

At the end of eighteen months the patient had responded sufficiently to nursing 
care to permit his being up in a chair daily, and fo being taken for short walks, sup- 
ported at first, but gradually supporting himself, He grunted, gasped, spat and bubbled 
saliva during the exercise, and at times he was passively resistant, hanging back, At 
this time he began to take food from a spoon or cup, and tube feedings were stopped. 
He had gained a great deal of weight by this time. 

The condition remained essentially unchanged, with variation in the capacity for 
self feeding, but with no spontaneity; he was incontinent of urine and feces, mute, 
drooling, with hypostatic edema of the ankles to the end of the second year. At this 
time he was noted on one occasion to be masturbating in bed, and the penis was erect. 
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Shortly after he occasionally tried to help raise his head at tube-feeding time, and on 
March 13, 1928, his wife noted in a visit that there was a sparkle in his eyes which 
had long been absent. He also spoke to her: 


Wife Patient 


*tAren't you glad to see me?’” «qm mot sure it’s you. It’s Saturday, 
the seventeenth of March." 


“(How do you know that??? “Tm no fool! I'd like some beef-steak 
smothered in onions or some pot roast 
I'm too fat.’” 


He then told his wife he had thought that her visits and conversation were all pre 
arranged, and explained this by her saying the same things each time. He seemed 
satisfied when his wife drew his attention to the difficulties inherent in a monologue. 
He blamed the previous hospital for the treatment received, and felt it was responsible 
for his illness, He was droll in manner, laughed, and carried on a normal conyersation 
for two hours with his wife. 

The stupor was past. He talked at length with physician, nurses, attendants, in « 
good humored vein, laughing, joking: То the nurse who announced she was going tv 
*‘take’? his pulse, һе said, ** You've taken it so often I shouldn’t think there’d be any 
left!” He seemed tired and excited at night but was unable to sleep. “Tm afraid 
I'll stay here so long I'll wear out my welcome.’’ He fed himself and joked about 
how much food he had swallowed since coming here. He asked the attendant to take 
him to the bathroom and told him he had felt it was ‘‘about time to talk’? but couldn 't 
before. 

He used his left arm better than the right in feeding himself and said he had had 
n bad sprain in the right arm from eranking his ear shortly before his illness and had 
not had as good use of that arm since. He remembered a vast number of incidents 
happening on the ward, the names of the staff and of patients and knew considerable 
about eurrent events in the world at large. He was interested in all that went on. 

The patient gave a most disappointing retrospective account of his two and a half 
years of illness considering its remarkable character, with no spontaneous mood state- 
ment, speaking of faint sensations coming and going and of floating through space, 
‘physically all їп.?? The mutism was only a ‘‘condition in my throat, I guess,’’ and 
offered no explanation for the recovery of his speech. He declared he had dreamed a 
great deal, repeating over and over his old work situation. He spoke of being ‘‘con- 
fused’? when dizzy, and then he couldn’t tell the time but had usually kept track of 
the time by the change of nurses, He was oriented for time, place, and person. 

The patient then rather rapidly became clearly elated, overactive, overtalkative, and 
a bit pugnacious, sexually aroused by the nurse, and threatening in his remarks to an 
attendant who, he claimed, had not watched accurately enough the temperature of his 
bath when he was stuporous. ‘The stream of talk showed push, distractibility, and 
flight. He demanded more insistently to leave hospital, and he was surprisingly willing 
to be transferred to the state hospital. He was discharged on June 12, 1928. 

In state hospital he remained in a severe manic state for about five months, when 
he began to become more quiet and was discharged on Dec, 24, 1928. He has been well 
since, 

The accompanying charts show the behavior, the sleep, and the weight curve (Figs. 
43 and 44). The depth of the stupor, the rapidity of the change, and the severity of 
the elation are indicated clearly. 
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Comment.—A profound stupor lasting over two years with evidence of 
depression and of resentment toward treatment, culminating in a short 
period of relative normality, then five months of severe manie excitement. 
The stupor followed on business worries and interference in his affairs by 
his family, who tried to make trouble for his wife. He retained a keen 
memory for the events of the stupor, but offered little or no explanation 
for it. The stupor was preceded by ideas of being “‘dead,’’ ‘‘buried alive."' 

The increased right sided rigidity over the left suggested at one time an 
organie east to the stupor, but this seems explained as an elaboration and 
overflow of a defense reaction to movement of the injured right arm. 

The thymergasie reactions are the product of constitutional factors (in- 
cluding heredity) and life experience, represented in each case in different 
proportion. Physiological factors noted above appear to be important but 
secondary to the mood fixation. On the other hand, depressions are fre- 
quent following on states of physical exhaustion, as after influenza, in 
which case the physical status must be charged with a direct effect on the 
precipitation of the depression. 

The constitutional factors include (1) hereditary influences and (2) 
early acquired or ingrained reaction tendencies. The bulk of the evidence 
tends to indicate that depressions occur in the direct line of heredity: that 
is, in parents and children. The Rüdin group? has summarized the results 
of their empirical studies as follows: 

(a) When one parent suffers from manic-depressive psychosis :* 

Of the children, 32.5 per cent are expected to be manic-depressive 


17.3 per cent are expected to be manic-depressive 
psychopaths 
13.0 per cent are expected to be otherwise abnormal 


62.8 per cent abnormal 


(b) When both parents suffer from manic-depressive psychoses : 


of the children 90-100% are expected to be abnormal 
of the siblings 13.5% are expected to be abnormal 
of the cousins 2.5% are expected to be abnormal 


of the nephews and nieces 3.4% are expected to be abnormal 
Compared with a general cross-section expectancy of 0.44 per cent. 


Kretschmer has stressed the frequency of the pyknie habitus in pa- 
tients suffering from manic-depressive psychosis. It is a frequent find- 
ing in the psychosis, as other authors have also discovered,’ but not 
necessary to the syndrome. Along with the pyknie habitus is an in- 


*Essentially the equivalent in Kraepelinian terms of thymergasic depression and elation. 
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creased tendency to metabolic disorders in both the patients and in other 
members of their families: arteriosclerosis, hypertensive cardiovascular 
disease, diabetes, arthritis, or gout. 

The reaction occurs usually in mature life, in people with outgoing 
social natures, with a tendency to mood swings, and egotropie self- 
concern, and piling up of potentially moody tendencies to the point of 
serious explosion before seeking relief in ventilation and effort at balance. 


The outstanding precipitating factors are those which normally might 
be expected to produce normal mood reactions of depressions, i.e., loss 
of the good things of life whether these be tangible or intangible (de- 
pending on where the patient places the more yalue), disappointments in 
love and in ambition, tragedy, and grief. In promotion depressions, as 
already noted, the normal reaction of well-being at promotion is over- 
whelmed by the sense of increased responsibility. In depressions of late 
adult life, the common factors are sudden threat to the security, or 
deprivation or shrinkage of the horizon of interests without sustaining 
assets (as with the marriage of the last child in the case of women who 
have lived exclusively for the children). 

The reaction is modified by the age period, race, culture, personality, 
and precipitating circumstances. It is rare in children and in adoles- 
cence, depressions at these ages often being symptomatic or secondary 
to other reactions, notably problems of adolescent emancipation and 
their graver forms, the parergasie development. Lange has pointed to 
an inereased frequency of depression among Jews. Adolf Meyer noted 
the relative frequeney of anxious and agitated depressions in rural 
populations. Simple slowing with little overt expression of mood as 
such is to be found frequently also in rural peoples. This seems to be a 
cultural matter, those living close to nature's phenomena showing little 
facility in the verbal expression of the nuances of emotions, and living a 
life of submission or resignation to fate (nature). Adolf Meyer also has 
noted the frequency of paranoid features among the Irish and its benign 
character in this people. 

The usual course of depressions is a phasic one, the symptoms suffering 
a global increase before a turning point is reached, after which general 
improvement sets in. The usual outcome is complete restoration of func- 
tioning. Unwholesome rut formations as subliminal depressive pessi- 
mism, irritability, ete., follow in unstable personalities, or as a conse- 
quence of the persistence of the precipitating factors where these are 
especially important (as in the markedly topical depressions), or from 
the emergence in the depression of reaction tendencies previously not 
present or under control (as hypochondriasis, obsessions and eompul- 
sions, neurasthenie invalidism, anxiety states, еќе.). 


=. 
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The depression may be an isolated event in a lifetime, may recur, or 
may be preceded or followed more or less closely by elation. In recur- 
ring depressions without ‘‘adequate’’ accounting in the immediate pre- 
cipitating factors, it is wise to scrutinize closely the cireumstances of the 
first attack for experiential data needing ventilation and digestion, 
which have determined a recurrent pattern of action. The general state 
of fitness (related to balance of work and play) may play a significant 
role in some cases of seasonally recurrent depressions. Recurrent at- 
tacks may be shorter or longer or may come closer together or farther 
apart and with variable adequacy in the precipitating factors. 
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CHAPTER ҮШ 
AFFECTIVE REACTIONS (CONTINUED) 


B, ELATION, OR MANIC EXCITEMENT 


These are reactions (a) dominated by fixation of the mood of diffuse 
elation, or of more topically pointed ecstasy, or at times of anger; (b) 
with overactivity in the general motility and in the thinking and talk; 
and (е) with serious derangement of the fundamental rhythms and 
physiological processes. 

a. The mood is variously described as ‘“‘fine,”’ ‘‘never better,’’ ‘ке а 
million dollars," with a feeling of well-being and corroborative facial 
expression, and appears convincing, exciting understanding if not ful! 
sympathy. In diffuse elation the patient is at a loss to explain his well- 
being, but in topical elation explanations are offered. Religious ecstasy 
is one variety of the topical sort, in which all the sensory perceptions 
appear unusually keen (in contrast to the depersonalization equivalents 
in depression). 

Topical elation may merge gradually into diffuse elation. Not rarely 
coincident with the continuous elation is to be detected an undercurrent 
of depression. In fact some patients state explicitly that they laugh in 
order to avoid crying. Short-lived tearfulness may punctuate the elation. 

Anger is a common manifestation of manic excitement, in which the 
mood of elation becomes transformed through real or fancied interfer- 
ence to the self-expression by the environment. 

In contrast to the depressive mood, elations are not likely to exhibit 
any regularity in daily variation, this being much more dependent on 
the environmental factors of tolerance and interference. 

b. Overactivity and overproduetiveness characterize the manie excite- 
ment and commonly is what brings the patient to the attention of his 
family before the mood is clearly defined. It is all compatible with the 
feeling of well-being and a push to self-expansion and expression. The 
patient is “on the до”? day and night, he multiplies his enterprises on 
the flimsiest foundations, he talks constantly, interrupts, argues, fights, 
drives the car at breakneck speeds, spends money lavishly, using to the 
limit credit facilities, and passing bad checks in a guileless fashion, etc. 

The thinking processes are speeded up but also are subject to an unusual 
degree to inner and outer distractions: from ease of association of 
thoughts, and verbal sounds, chance noises, movements, sights, ete. In 
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wild elations the talk shows only push and overproductivity, bombastic, 
ebullient, and embellished with countless little quips and turns completely 
opportunistic in origin. In marked elations flight results (see pages 159, 
161 for illustrative cases). 

e. The sleep commonly suffers, but, in contrast to the insomnia in de- 
pressions, is of no set type, and usually not an object of complaint. The 
patient is too excited and is enjoying himself too much to bother with sleep. 

The appetite objectively appears to suffer, but this is due to the patient’s 
push of aetivity and distractibility, so that the continuous effort necessary 
to adequate food intake is not made. The weight may accordingly show a 
marked drop. For the same reason, the bowel regulation is poor. 

Тһе sex desire is increased, leading to easy stimulation, and ill-advised 
sex adventure too often the cause of subsequent embarrassment. Tllegiti- 
mate pregnancies and venereal infection may result. In the male frequent 
erections (from ease of stimulation) are common, but in women no change 
in the menstrual function need result. 

The pulse rate and blood pressure may be elevated especially in the 
exeitements with anger as the dominant mood. The basal metabolic rate 
(a determination possible only in mild cases) shows no change. 

{п contrast to depressions, most cases of manie excitement (elation) do 
not appear as strongly reactive to appropriate circumstances. Occasionally 
the cireumstances surrounding the onset are of such sort as might normally 
be expected to result in normal*exeitement—eonspieuous success, honors, 
financial reward. More often, the excitement is preceded by depression, 
itself more or less appropriate to the circumstances. This depressive re- 
action may be of the shortest duration—a few hours, a day or so—and 
followed immediately by elation. 

The milder types (hypomania) are likely to be the most troublesome 
since the deviation from the normal is not so great that the patient may 
not voluntarily curtail his overactivity when the occasion demands. Во it 
is that courts will see only normal or excusable buoyancy and exuberance 
in patients whose actual abnormality of behavior is keenly felt by friends 
and family who must live with it day in and day out. There is nothing 
more trying to live with than persistent hypomanic elation and push to 
activity. The more marked types create no doubts concerning the need for 


treatment. 
Manic excitements (elations) come to clinical notice and treatment com- 


monly from the following circumstances : à à 
1. Becoming a general all-round nuisance at home—domineering, com- 
mandeering the family car, monopolizing the conversation, quarreling with 
parents and siblings, ete. 
2. Lavish expenditures, with 
plications. 


rubber” checks, making for legal com- 
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3. Actual physical combat with law officers, as when caught speeding, 
and resisting arrest. 

4. Sexual promiscuity, pregnancy, venereal disease. 

5. Alcoholism, acute, as an aid to self-expansion. 


The course, as with depression, is usually phasic, lasting several weeks 
or months, and terminating in restoration of normal functioning. Occa- 
sionally a chronie excitement supervenes, liable to be complicated by 
paranoid suspicion. The attack may be an isolated one, may recur, or 
may be preceded or followed by depression. Recurrent attacks may come 
at shorter or longer intervals, last a longer or shorter time and with more 
or less adequacy of precipitating factors. In recurrent attacks without 
adequate precipitating factors, it is necessary to search carefully the 
circumstances of the first attack for possible determining factors for all 
the recurrences. 

In addition to the situational factors, the important factors in the pro 
duction of the reaction are hereditary and constitutional. These have 
been included in the data noted under these topics in the preceding 
pages on Depressions. 

There are several important clinical varieties. The simple diffuse 
elation follows the pattern described above, with admixtures of anger 
when thwarted. 

Case 6608.—Mr. J. M. V., aged 24 years, single, Hebrew, junk dealer, Lithuanian- 
American, was admitted to the Henry Phipps Psychiatrie Clinic Oct. 31, 1932; dis 
charged Jan, 2, 1933. 

The patient was quiet, depressed, and less interested in his work during the sum- 
mer of 1932 after a siege of prolonged fever, thought to be typhoid fever in the 
winter of 1931-32. He blamed his depression on money’s being scarce, poor business, 
and extra hard work. In September, 1932, he had been iritable, talked rapidly, made 
sudden contrary decisions, tried to put through business deals showing poor judgment, 
bought a large motor car, and had his father buy him a large diamond. An acute 
attack of tonsillitis on Oct. 5, 1932, brought on a weeping spell, the patient fearing 
a return of the typhoid fever. On return to work on October 26 he showed marked 
elation, great push of talk and activity, an abundance of schemes. The patient con- 
sidered himself well, just recovering normality after typhoid fever. He left hospital 
on his insistent demand, and recovered slowly at home. He has been well since. 

The patient was brought to the Olinie by his father and his physician, who stated 
that he believed he could accomplish grandiose schemes, was excitable, and over- 
talkative, had deposited $40 in a bank in order to start a business, and had no apprecia- 
tion that anything was wrong with him. 

The patient had no complaints, greeting the physician (a Scot) with, ‘‘You’re a 
Scotsman, of course. I like Scotsmen very much. Now let me see, do you come from 
Glasgow or Edinburgh? I know a man who teaches there. What's his name now? 
I wonder if you know him? Of course, it’s rather a joke coming here, I’m perfectly 
well, feeling just fine. I’ve just come to prove to my father that I'm all right. Where 
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do we go? Oh, there's the elevator, so it’s upstairs.’’ In bed he loudly demanded more 
food and ‘таке it quick." Then he asked for beer, ‘‘I like real good beer, not near 
beer, you understand, and I'd like it now.’? When told it was not possible to have beer 
in the Clinic, he smiled brightly, said, ‘‘O. K., I'll try to do without it." 

1n December, 1931, he had a fever which his physician called typhoid, with a tempera- 
ture at times of 105° Е. He was ‘‘flighty and delirious?’ at times. He made a good 
recovery, but he was physically weak, and convalescence lasted five weeks. About May, 
1932, he appeared rather quiet and depressed, sat about the house, preferred not в go 
out, and seemed not to enjoy anything. His father thought he was worried over 
business conditions. The patient explained his condition as due to a scarcity of money, 
prohibiting new clothes and entertainment, and he refused to take a vacation. 

\bout two months later he seemed cheered by a better turn in business, whacked 
his father on the back in his joy. One month ago after an automobile trip in which 
there was much repair trouble, his mother noted that he was excited, talked rapidly, 
lost his temper, and spoke harshly to her—this a most unusual thing for him, Then 
he got out of hand in the business, trying to put through poor deals. He bought a 
sixteen-eylinder ear, the order for which his father cancelled. At this time he had 
an acute attack of tonsillitis, was expansive with a fever of 103°, and then wept for 
fear the typhoid fever was returning. On returning to work he was overactive, over- 
talkative, maneuvered his father to buy him a diamond, then wanted it exchanged 
for another the next day. Since then he has been full of big business schemes, telling 
them to all eomers, elated, and extraordinarily full of energy. Since the tonsillitis 
his sleep had suffered until the night before admission, when he slept thirteen hours 
without sedative medication. His appetite was good, and he gained weight. 

His birth and development were normal. He was the third of eight children, a 
bright boy, with no neurotie traits. He always headed his class in school, won scholar- 
ships, and graduated from college in 1931. Little was known of his sex life. He said 
when he was ready he would pick a wife and in the meantime did not believe in 
‘‘running around.’? He was devoted to his parents and his siblings, and he had great 
affection especially for his father. He was popular, a good, conscientious, capable 
worker, with such great drive that his father often had to urge him to relax. He 
was interested in music, playing the violin, in the theater, in reading and discussions 
with friends. He drank very little. He was а respectful son in an orthodox Jewish 
family. 

The father was a stable, successful business man, of Lithuanian origin. The mother 
was of labile mood, and after the death of a child twenty years before was melancholy 
for ten years. The seven siblings were all well. 

On admission his condition of elation, with push of talk and activity, aggressiveness, 
excitement was indicated by the initial conversation with the physician noted above. 
He stayed awake the first night to write a ‘‘thesis,’’? а long brief for the trial of 
the Phipps Clinie physicians, including ground plan for the courtroom and a letter 
to the trustees requesting their dismissal. The following day it was necessary to 
transfer him to the disturbed ward. He was difficult to control, talked about the 
‘best education money can buy," recalled the name of every patient, of the physicians 
and nurses, refused to undress, dashed up and down the corridors in great excitement. 
‘I’m so darned happy, never so happy before. Listen, the universe is ours." Sen- 
sorium and intellectual resources were intact. When offered medication he said, ‘‘If 
you сап tell me the exact chemical composition, the exact derivation, by whom pre- 
pared, and its exact physiological action on all the organs—answer me these ques- 
tions--and I'll do it. Otherwise T refuse.” He likewise would condescend to take 
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Fig. 45.—Behavior chart of Case 6608 (manic excitement). 


ELATION 


THE JOHNS HOPKINS HOSPITAL 


HENRY PHIPPS PEYCHIATRIC CLINIC 


wane mer Ë SLEEP ORAN UNIT HISTORY м nu d 
x патас ме HUS 
илне КЫМ ПЕЦЕ md 
мн авон Т оне Гебен Гаеттан пата an] [en СӘС 
1 Тыр Ll 
2 T | Е 
з | п; | 
5 des] zi 
r T 
в | ] | 
a E | 
8] Ї ji 
9| H 
10] Ei Н 
ny 
[12 
13] П 
EI ] 
15] I 
16 iB: 
га | 
18 | 
I| 
39] 
a 
22 
E: 
ED 
EJ 
Е] 
E 
IE = 
29 
30 
31 
Montu» 
2 
I | 
T 
X 
ЕП | 


Fig. 46.—Sleep chart of Case 6608 (manic excitement). 
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a continuous tub, «^if you can tell me the exact physiologieal effect on an infant, on à 
6-year-old child, on a 15-year-old boy, on a healthy man, on a man with heart trouble, 
and on an 80-year-old man.’’ He complained with great display of pain that his arm 
was paralyzed, adding, ‘‘ But I'll show you what mind can do over matter,'' proceeding 
to pound both fists rhythmically into the mattress of his bed, which he had stood up 
in a corner. With his table he damaged the barred window; he ripped sheets, draping 
himself as a ‘*Bedouin chief.’’ He allowed his beard to grow on his chin, proclaiming 
himself Dino Grandi or Christ, and throughout was happily boisterous, During the 
second week he quieted somewhat, decorating a drawing board with his family tree, 
including many characters from history and from publie life, physicians, nurses, and 
attendants. He wrote constantly, letters, poems, grandiose schemes. 


*tWater, water everywhere 
But not a bit of beer 
Did you ever read about 
The ride of Paul Revere. 


“Не rode that night from house to house 
A drank the whole night through 
But everywhere they gave him eoffee 
When he really wanted tea. 


**Beer, oh beer, pal о’ my cradle days 
Won't you come back to me? 
My footsteps often tread the steps 
And I think about the bar. 


**T close my eyes and hold an ear 
And think of beer—real beer.'" 


Dr. William A. Welch 
Representing 

Johns Hopkins University 
Baltimore, Maryland. 

My dear and Honorable Associate. 

“<Tt would be my extreme pleasure to have you meet my immediate 
family in toto this afternoon about 3:00—or 4:30 as they see fit. Would 
you be kind enough to get word to them for me? 

‘t With Seasons Greetings—and many happy returns of the day, believe 
me to be 

Sincerely yours, 
dune 
Baltimore, Maryland 
December 13, 1932. 


He became then more angry, resistant, threatening, talking of the food being 
poisoned, of streptococci having been injected into him. There were great outbursts 
of obscenity. The attendants were homosexuals or addicted to bestiality. He declared 
he was beaten up and bruised by attendants even when packs were given under the 
physician’s close supervision. 
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Physically he was well developed, with dilated pupils, moist palms and soles, hyper- 
avtive tendon reflexes, and dermatographia. The blood pressure was 140/100 during 
iod of excitement, and the pulse was generally high, from 85 to 120 per minute, 
ging about 95 per minute. On admission he weighed 173 pounds, for his height 
of 5 feet 10 inches, lost about 5 pounds, then gained to 180 pounds at discharge. The 
glucose tolerance curve on Nov. 10, 1932, was: 


Fasting ` 91 mg. per cent 
% hr. 163 mg. per cent 
1 hr. 124 mg. per cent 
2 hr. 87 mg. per cent 
3 hr. 80 mg. per cent 


The blood count and the blood chemistry were normal. The urine on one occasion 
showed only a trace of albumin with numerous hyaline and granular casts, probably 
related to the receding tonsillitis. The temperature was normal The charts indieate 
difieulty with the sleep. (See sample behavior and sleep charts, Figs. 45 and 46.) 

On Jan. 1, 1933, he became very insistent on going home. His father was advised 
to take him to another hospital, but against advice took him home. There the patient 
slowly improved under the guidance of his father whom he, as always, implicitly obeyed. 
His bitter denunciations of the Clinie died down, and he wrote a friendly letter to 
the physician, He became a, little less confiding in his father, turning somewhat to 
his mother, Exactly when complete recovery occurred is not known, but a recent report 
(1939) shows him to have been well since a few months after discharge from the 


Clinie, 


Comment.—A first attack of elation, with excitement, overactivity, at 
first pleasant enough but flaring up with anger with treatment, and sub- 
siding on discharge under the watchful eye of his father, who always 
previously had managed him. The elation came as a sequel to a few 
months’ depression, itself more or less related to an exhausting febrile 
illness. On occasion during the height of the excitement he was transiently 
noted by the nurses as sad, although the dominant mood was elated. The 
degree of self-expansiveness and lack of inhibition were remarkable and 
totally unlike his usual self, which, while aggressive, was also rather docile 
and friendly. Not the least interesting feature was the recovery at home, 
giving a clear indication of the importance in the reaction of anger, 
topically directed to the treatment situation in the Clinic. 


Case 7908.—Mr. W. L. R., aged 32 years, married, industrial chemist, Presbyterian, 
admitted to the Henry Phipps Psychiatrie Clinie Nov. 8, 1937; discharged December 
15, 1937. 

After six years of discouragement at his work, the patient broke through official 
formalities to achieve a success to which he reacted by a hypomanic episode with 
expansiveness, feelings of justified worth, handsome generosity, Jack of normal social 
inhibitions, illadvised financial ventures. He became tired, sought rest, and on 
advice came to the Clinic. 
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An erratic, hot-headed man, son of a like constituted father, he had learned som: 
practical lesson from his father's performance. Life for him was a continual бвр 
for recognition. He never quite lost sight of the elated expansive quality in h 
performance, and he came to hospital.readily, where he quickly quieted, and с‹ 
operated in a most telling personality study. 


The patient came to the Clinic willingly on the advice of a friend. He complaine:l 
as follows: ‘I had been working with a research problem for six years, I discovere! 
that I had been drifting, broke the bonds, and suddenly found myself doing things аш! 
doing them by telegraph. Then I decided to come to Baltimore for a vacation, fot 
I was dead tired, but I found that even here I couldn't get away from my work. It 
wasn’t long before I was sending more telegrams. After a talk with Dr. Meyer, 
I decided to stay here to see if the changes in my personality were real.’’ 

The patient on arrival was in high spirits, went about with a broad smile tellin, 
all the patients the place was ‘‘swell,’’ that he was pleased to meet them, couldn `i 
remember names, but would never forget ‘faces. He asked the physician his ma: 
several times and finally with a guffaw and theatrical flourish said, ‘‘I’ve got 
Grant’s tomb, that’s it, and there’s a wick sticking up on top of it’’—a play on i^. 
Gratwick’s name. He told his story easily. For six years after securing his docto: 
of philosophy degree in chemistry, he had been in an industrial research laboratory. 
His relations with his chief were not good, he felt his work was not appreciated, s"! 
he had received no recognition. Two weeks before admission when he saw one of his 
own produets shelved, he cut official red tape, and negotiated a successful independent 
deal with a university for a test of his product. When he returned from his trip, he 
was changed. He talked continually and said, ‘‘I’ve tasted tiger’s blood. I am 
success and I am the man for my chief’s job.’’ He tipped a head waiter three dol 
bought an expensive gold pencil, left four woodcocks at the club for the vice-president 
of the firm, a man he barely knew, with a facetious cartoon and a note, “I’ve gone 
the limit." He talked to a salesman about buying an expensive car which he could 
not afford, discussed with one the possibility of buying his father-in-law’s home, sud- 
denly resolved to have his ehild ehristened and put it through in six hours, wired 
congratulations to a classmate he hadn't seen in eight years whose wife he heard was 
to have a baby in two months, decided on the spur of the moment to come to Baltimore, 
and brought the whole family along, driving recklessly and stopping only to send 
unnecessary telegrams in every direction. 


The patient, the elder son of missionaries, was born in Japan where he lived to 
the age of 14 years. He came to this country then and worked his way through 
preparatory school and college. His father had more or less disappeared when the 
patient was about 15 years of age, and the financial resources of the family were 
meager. He did brilliantly in chemistry. He had no money or time for much social 
life in college. His habits were good, with very little indulgence in alcohol and tobacco. 
The sex life was not unusual and offered no difficulty to him. He had left his 
father’s church and joined the Presbyterian church, 


During his graduate work in chemistry he financed himself with fellowships and 
prizes. He married impulsively at this time, and the marital life was happy, although 
he considered his wife not his intellectual equal. He also gave her too little recogni- 
tion for her steadiness, her good humor, her forbearance, and her artistic interests. 
When he suffered a temporary setback in his examinations, he fought back, declared 
he was unfairly treated, and for a short while was depressed. Then he buckled down 
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io work and passed brilliantly. The first child died of birth injuries, and the patient 
slowly recovered from this shock. The second child was living and was the idol of 
the parents, She suffered from cyclic vomiting and threatened suicide after an auto- 
mobile killed her dog. 

The patient had worked six years for the same company. He apparently did his 
work acceptably, but he felt he had received no recognition; the break with red tape 
signalized the beginning of his present reaction. 

The patient was described as intelligent, ambitious, resourceful, enthusiastic, perfee- 
tionistic, sensitive, shy, reserved, erratic, contrary, stubborn, quick-tempered, impulsive, 
aad selfish, He had many hobbies and interests. At times he had been enthusiastic, 
indefatigable, but then had become “вошей”? on the world, discouraged, and had felt 
ihe odds against him were too heavy. Often the mood swings came without good 
reason, Life for the patient was a continual fight for recognition. «Т have pride, 
and I will fight like a fish on a line to prove that I am right.” 

The father nagged his wife, and when the patient was 15 years old, got into 
\liificulties with his superiors by shielding a fellow missionary in an affair with a woman. 
“li was a regular Sir Galahad affair.'' He had to resign and since then left his 
wife and has been heard of little since. The patient has been bitter about this because 
he had partaken of the humiliation and finaneial eramping his father's noble gesture 
lud brought on the innocent, His mother was good hearted, *égeatterbrained,"' and 
annoyed him because ‘‘she acted as if the world owed all missionaries a living.’’? One 
younger brother, brilliant but erratic, flunked out of school and disappeared. 

The patient's behavior on admission has been briefly noted. He soon subsided and 
showed little abnormal, He had an excellent appreciation of the character of his 
recent performance. ‘For six years I have had a moral conflict. Suddenly I broke 
through inhibitions, got into high gear, and started to buzz.’’ 

He was a wiry man, in good general condition. The tendon reflexes were slightly 
hyperactive. "The temperature and pulse were normal, but the white blood count was 
12,700 with 56 per cent neutrophiles and 40 per cent lymphocytes. The sedimentation 
rate was 32 mm. in one hour, a condition probably related to a furuncle on his neck. 
The basal metabolic rate was —10 per cent, The electrocardiogram revealed numerous 
premature beats of supraventricular origin and oceasional ventricular extrasystoles. 
The blood sugar tolerance test showed the following: 


Fasting 80 mg. per cent 
% hr. 135 mg. per cent 
1 hr. 126 mg. per cent 
2 hr. 72 mg. per cent 
3 hr. 75 mg. per cent 


"Throughout his short stay he slept well, and his weight showed a gain from 147 
pounds to 156 pounds. 

The first day he presented the physician with a carefully worked out plan for 
improying the efficiency of the hospital tubs. He was quite put out because the 
changes he recommended were not immediately put into effect. He soon quieted ; 
he spoke of his taste of tiger’s blood with less enthusiasm, and the thought of it soon 
became nauseating to him. He quickly lost his ardor for titles and executive position. 
He cooperated in a searching personality study from which a better understanding of 
his difficulties and a better use of his assets were revealed. He was a pleasant and 
interesting man. He was discharged on Dee. 15, 1937, recovered. 
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Comment.—The hypomanic attack followed on long years of discourage 
ments brought to a climax by the shelving of a piece of work of which 
he was most proud. He declared his independence, figuratively speaking, 
and, meeting with success, reacted beyond what he himself came to con 
sider a normally permissible degree. It did not go far and lasted only 
a short while. It probably had some counterparts in his early life in a 
certain erratic quality which he had tamed more or less from force of 
circumstances, family responsibilities, financial pressure, ete. 

The strongly reactive quality of the episode is apparent. The family 
history of erratic behavior must also be kept in mind in seeking etiolog- 
ical factors at work. The patient showed more stability than his father 
and brother. His erratic tendency early was checked by an appraisal 
of the consequences of his father’s misplaced generosity. His wife acted 
as an effective balancing factor in the situation, 

Topical elation, as ecstasy, is often a forerunner to a later diffuse elat ion. 


Case 6275.—Mr. W. H. B. aged 21 years, single, college student, was admitted to 
the Henry Phipps Psychiatrie Clinie on Sept. 20, 1931; discharged Jan. 26, 1932. 


After а depressive illness of a few months in connection with his vacillation over 
the choice of the ministry, he became increasingly religious in the summer of 1! 
He seemed to have decided finally to become a minister, then became overactive, 
erratic, smoked cigars, acted like a man of the world, and in the fall he finally again 
decided to postpone entrance to the seminary for another year in favor of graduate 
school. He thereupon became frankly excited, elated, ecstatic, difficult to manage, 
and had to be hospitalized. The religious ecstasy gave way to a diffuse elation and 
excitement with much sexual content. He presented a serious treatment problem. 
The attack lasted at least seven months or longer. A second depression followed in 
1934, of short duration, and improvement occurred with ventilation of his problem 
of choice of life work, sexual needs, etc. 

The family history revealed a temperamental father addicted to morphine. 


The patient was brought to the Clinic by his uncle who stated he was overly 
boisterous, overly religious, indecisive, changeable and impulsive, excessively talkative, 
especially of sexual matters, and was sleeping poorly. The patient said, ‘‘There is 
absolutely nothing the matter. Everything is perfect. АП is peace and love. 1 
feel fine—perfect. Everything is hotsy-totsy now. My only complaint is Patsy isn % 
here. І have never been sick. I've always been good, or else God couldn't have 
lifted me up. Now Adam made a mistake and he’s doing time now. I never did. 
I was perfect, and I see the light and love. He sent my mother and father down here 
as the best in order to have me. They were perfect when they had me. I’ve always 
been clean.’’ 

In June, 1930, the patient graduated from college, his time there distinguished more 
by his athletic prowess than by academic achievement. In the following fall he en- 
tered theological seminary. He stayed only two months, the transition from athletics 
to Greek and association with preachers making him feel he did not have the vision he 
should have. On returning home he cried, was upset emotionally, and feared being 
called a quitter. He had lost 25 pounds in weight. After various efforts to get settled 
for the winter, he secured a position in the high school as athletic instructor and did 
ereditable work, but was a poor disciplinarian. 
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In the following summer he went to a camp, and while there a religious interest 
present for two years and deepened with his father’s death in January, 1930, suddenly 
became intensified. He seemed, according to his uncle, the ‘‘happiest person you ever 
saw and apparently had made up his mind as to what he was going to do and how.’’ 
Instead of coming directly home from the camp he attached himself to an Arab and 
the two took a week's trip in a car, no one ever knew where. He told his uncle on 
return that he had learned from the Arab that ‘‘time, money, clothes, responsibility 
were unnecessary.’? He borrowed money at several places on the way home. He was 
smoking his first cigar as if he always had smoked. He developed an air of maturity, 
of a deep thinker. He talked constantly, of endless theories concerning politics, and 
economies; he played tennis; and he was attracted to any and all girls. 

After refusing by wire a school job which had not been offered him, he returned to 
college for postgraduate work. He registered in twice the number of courses as usual 
and went to none. He just moved in on friends instead of renting а room. Going 
to a nondenominational church reception, he found the music not to his liking, and 
thereupon went to a Methodist reception, took the music and brought it back to the 
other reception. There was no violence with it. He did not go to bed that night, 
and friends persuaded him to enter the college infirmary. He was talkative, happy, 
and didn’t want to go to bed, but he submitted to the administration of hypodermic 
medication and slept. The next day the uncle came for him and found him happy 
end laughing, saying he had seen “е light’’ and had had a revelation. He wanted 
a bright light in his room and was afraid of the dark, He was thereupon brought to 
the Clinic. 

The patient's birth was normal He suffered from enuresis to his eighth year. 
He graduated from college at the age of 19 years, playing varsity basketball and 
baseball, making average grades and being the life of the party. He had a number 
of jobs in his high school and college years but could not keep them because he 
wouldn't ‘take orders." He read a great deal of history and fietion and was 
model in his habits. At 14 years of age he had some iodine medication for a ** goiter,"" 
and at 15 years he had an appendectomy. 

His mother died after an operation when he was 3 years old. Не lived with his 
father, a physician and a morphinist, until his father’s death. Since then he has been 
with his uncle. The father was а severe and temperamental man often telling the 
patient that he had prayed for a son and now that he had begotten one, he would 
make а man of him or know the reason why. The patient had a younger sister who 
was well. 

He was described as happy, loud, boisterous, honest, а good mixer, always the 
center of attraction, a fair student, athletic, a braggart, moderately religious; he 
preferred the company of people younger than himself. 

On admission he laughed in an ecstatic fashion, talked rapidly and loudly, but he 
could be easily stopped. As he talked, he held his eyes tightly closed, with eyelids 
fluttering, head thrown back, face flushed, brows furrowed, smiling with an erotic 
facial expression and gesticulating with hands and arms. He was alert and Мз. 
movements were rapid. 


The mood was ecstatic, 
He heard music singing ‘‘Hallelujah.’’ 


things looked brighter and more beautiful, colors brighter. 
Hunger and drowsiness did not make their 
customary demands on him, Things tasted without the same relish. Money didn’t 
count. There were no fears, only love and peace. Sex was perfectly clean, only made 
unclean by man. He came to the Johns Hopkins Hospital so that his perfection as 
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the Lord had made him could be proved to the world. ‘It’s love—perfect—Lo1 i, 
you are a good fellow—Patsy come here. I'm love—perfect—masturbation and inter 
course are all right when you are perfect. . .”’ 

The orientation was good for place and person, but he said there was ‘‘no such 
thing as ше; The intellectual assets were adequate. The insight is to be judged 
from the statements above. 

The physical status was excellent. He was of the athletic habitus, 10 pounds over 
his ideal weight of 175 pounds. The temperature was normal, and the pulse variable, 
from 80 to 90 per minute. 

He remained ecstatic for a few days, and during that time the excitement could 
be controlled by gentle pressure from the staff. Then gradually the elation and ex- 
eitement became less topical, more diffuse and more intense, and he soon presented 
а very serious problem in management. He was extremely overactive, talkative, with 
flight of ideas, and much heterosexual and homosexual talk and ease of arousal. fle 
slept practically not at all, and even with strenuous measures sleep was most difficult 
to insure. He lost 10 pounds within two weeks, and the weight hovered about the 
lower figure for six weeks before improvement set in. He became assaultative with 
other patients, and in spite of a considerable improvement in the hyperactivity he was 
difficult to control. (See sample behavior and sleep charts, Figs. 47 and 48.) 

He was transferred to a state hospital on January 26, 1932. He remained there 
until March 16, 1932. At first he was overactive and had some ideas of mistreatment, 
and his conversation was ‘‘flighty.’? After а few days he quieted and gradually im 
proved, 

He remained home, teaching school, and had some difficulty maintaining discipline. 
This led to his failure to secure a reappointment. He met a girl whom he wanted 
to marry, and she accepted him. Then he became interested again in entering theo- 
logical seminary, and the girl refused to marry a minister. He gave her up «nd 
decided to try for a scholarship. As the time for its awarding drew near, he became 
more and more doubtful, and finally, when it was awarded him, he decided not to 
accept it. He took a teaching post, but anxiety and depression overwhelmed him and 
he came to the Clinic again on Sept. 19, 1934. He weighed 7 pounds under his previous 
discharge weight, the pulse averaged about 76, and the temperature was normal. 

He was depressed and talked somewhat slowly; his calculations were slow. He 
was markedly preoccupied. He felt much worse in the mornings. Sleep was not 
unusual. ' The content concerned his doubt about his fitness for the ministry, of obses- 
sive thoughts of homosexuality, with concern over a childhood homosexual episode and 
fears of possible repetition with a theological student. He had suicidal thoughts and 
even put a sheet about his neck to see if he could feel any desire to hang himself. 
He was sensitive over his previous psychosis and felt people regarded him as likely 
to become insane. 

He could stay only a short while but improved with ventilation of his problems and 
with the support offered by the Clinie program. He left on Sept. 28, 1934, and 
reports since showed him to be in good health, but at odds-with his school principal 
and planning more advanced school work. 


Comment.—The case presents a severe attack of manic excitement sand- 
wiched between two depressive attacks, the latter precipitated by doubts 
about his worthiness to be a minister. There is no equally good motiva- 
tion for the excitement. It was ushered in with an eestatie experience 
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following on a sudden ‘‘revelation,”’ the elation then became less topical 
and more severe, with general overactivity, lack of restraint, eroticism 
toward women and homosexual talk, and physical aggression toward fel- 
low patients. 

The heredity revealed only morphinism in the father, who was also 
temperamental and severe. 

Ventilation of his problems was not possible in the manie period but 
was attempted later in a short stay during his depressive attack. 

'The so-called individual psychosis (A. Meyer) generally is an atypical 
excitement, with features not commonly seen in affective reaetions: allo- 
psychie projeetions—delusions, hallueinations, passivity, ideas of refer- 
ence—and at times confusion and disorientation. The reactions may be 
reasonably called ‘‘individual’’ when recurrent illnesses are of the same 
general pattern. Some such cases resemble delirioid reactions, to be dis- 
tinguished by an absence of positive findings of physical disease and an 
emphasis on mood and appropriate content rather than on the disorders 
of consciousness and grasp. 


Case 6872.—Mr. J. deW., aged 25 years, single, filling station attendant, Episco- 
palian, was admitted to the Henry Phipps Psychiatrie Clinie on Sept. 20, 19335 dis- 
charged Oct. 22, 1933. 


Three discrete attacks of excitement and overactivity with or without elation 
coming on after short period of great strain, with disturbance of sleep and work- 
play balance, with a strong desire to reform or test out things with himself ostensibly 
playing a dominant role, as a government inspector, Jesus, or Jesus’ first lieutenant 
on earth, but actually all his activities performed as a passive reaction to hallucina- 
tory commands. In the second attack (here) a strong knight-errant theme, with 
blazing sword and magic ring. Visual and auditory hallucinations, passivity feelings, 
and depersonalization were the unusual features in the excitement. Throughout a 
strong religious-ethical trend was noted. 

In each case recovery ensued without much helpful insight, There was a definite 
family history of affective illnesses. 


The patient was brought to the Clinie by his sister at the end of a second attack 
of excitement, with the hope of gaining an understanding which would prevent future 
attacks, 

For almost a month the patient had been under great strain from long hours, 
excessive work at his job, and too little sleep. On June 3, 1933, the patient, who 
had been complaining for about a week of the petty dishonesty of his superior at 
work, talked excitedly and at great length about that matter and various other subjects 
to a neighbor. When his sister interrupted him, he was quite rude to her. On June 
4 he went to a nearby city to see the district supervisor and told him of the irregulari- 
ties in his station. He said the supervisor interceded to promote him and put him in 
charge of the station. That afternoon he went to the beach, saw a man being dragged 
from the water, made an excited speech about the inadequate lifesaving facilities, and 
almost started a fight. 
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On June 5 he went to a town meeting and broke it up. He became impatient with 
the household economies and wanted the sister to leave the water running all the time. 
On June 6 a close friend was persuaded to accompany him. He stayed at wor! 
only half a day, came home in a truck, ran upstairs, smashed a window with his fist 
cutting his hand, then became docile. He went about kissing the family. He cruelly 
twisted the hand of а small child at a friend's home and that night jumped overboard 
from a boat and ducked his head in the water. A friend pulled him out. 

On June 7 he called the President of the United States at 9:30 A.M. A secretary 
told him the President was not yet up, and the patient remarked, **Damned late for 
the President to be in bed!’’ His friend put some medicine in his food to make him 
sick, and he was taken to a local hospital. He became violent at sight of the building 
and that night knocked down an attendant, jumped out the window, ran down the 
street to a parked саг, where he was found completely nude. 

The next day he entered a hospital for mental disease. There he was very excited 
for a while but improved markedly. Transferred to a state hospital because of the 
expense, he became depressed and antagonistic and finally was allowed to go home 
for a trial visit on Sept. 15, 1933. He appeared normal, and except for a short perio: 
of low spirits when a girl at first refused to see him, which passed off when she invite 
him to dinner, he has been well since. 

This is the bare outline of the objective behavior as pieced together by the siste: 
from the observations of many people. The patient’s own retrospective account i: 
much more dramatic. 

He was worried and not a little resentful over the petty dishonesty at the station 
and had finally got up his courage and reported it on June 4. Then followed the 
beach episode. Then on June 5 he was awakened by his grandfather's sword whic! 
was hanging on the wall and which seemed to be giving off fire. He felt it couldn ч 
be so, got up, and looked out of the window for the light of passing automobiles, but 
there was none. He got back into bed and then ‘‘heard very distinctly a voice, just 
as plain as though I were within a few feet of it. The voice said, ‘The time has come, 
this is your Father in heaven, there is a job for you to perform. Do as I tell you. 
I did not let you down in Buffalo [referring to a previous attack], and I will not 
let you down now.’ I could not, sleep very well the rest of the night, and I was 
afraid I was going to have another breakdown like the Buffalo affair.’’? The voice 
told him to put on a certain ring (apparently as a symbol of authority). 

The voice continued to break in from time to time directing certain things to be done: 
to destroy some school papers and to save others, to hang up in plain view a sign 
saying, ‘‘Keep smiling,” to drive to a nearby city, ete. Things looked remarkably 
«пісе and clean,’? even the baked beans for lunch ‘‘glittered like gold." On a directed 
motor trip, the farms seemed abundant with ripened grain where only a few days 
before there were only bare fields. The patient began to think he was ‘‘crazy ог 
something.’’ 

At night he went to a town council meeting where, as chairman of the lifesaving 
committee, he launched on a plea for budgetary support of his program. Soon his 
prepared talk left him. ‘‘It seemed as though I forgot all I was going to ask them 
and words seemed to flow out of my mouth that I did not utter. I said, ‘But first 
I want to tell the members of the town council that I think they are a bunch of damn 
fools, and I hope you go to hell!’’’ This broke up the meeting. He felt, suddenly 
weak, broke out with perspiration, and ‘‘it was the same as though I had been 
hypnotized.' A physician and his best friend took him in hand. 


The next day at work ‘‘customers acted rather funny, I thought I heard them say 
something about Jesus, or rather they implied that I was. This I thought to be more 
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of my imagination.’? Then the world seemed to have come to an end, and the patient 
considered that the appropriate thing to do was to turn off the electricity at the station 
pumps. He started then to go home, but the voice said, ‘‘Why not ride?’’ and the 
patient jumped into a truck parked conveniently nearby with the keys in the dash, 
and drove home. The voice said, ‘‘J_ _ _, your left hand is for the bad people and your 
right is for the good. If you wish to fight for the good people, then poke your fist 
through the window pane in the hall.'^ He immediately obeyed, cutting a gash in his 
thumb, 

On the street he met his fiancée, and, having a premonition that something was going 
to happen, he kissed her. 

That night he stayed in the home of his best friend. Before going to bed he twisted 
the hand of his little godson. In the night he was commanded to undress and to walk 
on the water of the nearby inlet, «as a test,"" He was helped out. **T felt as though 
Г were walking on a earpet.'' The patient told his friend he was to be God's first 
lieutenant, He was taken to hospital, but on the way the patient defecated in his 
clothing and kicked out a window of the car in response to the voice. In hospital he 
suddenly dressed and walked out, announcing he was going home. When caught, he 
bought milkshakes all ’round and returned amicably. During the night he awoke to 
hear the voice commanding him to dive through the window of his room. Striking a 
nurse who tried to restrain him, he dived through, losing his gown in transit. Stunned 
at first, he finally got up when the voice suggested it as a test of his belief that God 
was his father, and was surprised to note his body still lying on the ground, and thumb- 
ing his nose at it walked off. Finding himself nude he climbed into a parked car 
and returned to hospital when the attendants came for him. He had concluded from 
the episode that the soul had shed the body when he arose from the ground. He there- 
upon was taken to a hospital for mental disease. In the hospital he washed his face in, 
and drank from, a toilet; he always lay on his right side. ‘‘Some power tried to pull 
me over on my left side. During the night the voice said, ‘Good men die on their right 
side, bad men on their left side.’ I made up my mind I would stay on my right side"? 
During the night he heard that he was a sort of judge, and if he smelled flowers it was 
a good person being judged, but if he smelled feces it was a bad person. During the 
following nights he smelled feces or flowers, but by day he considered himself 
“normal.?? Unseen hands interfered with his efforts to arrange the sheets on his bed. 
A war seemed to be waging between Catholics, and his good friend, a Catholie, was 
involved. He was told to butt his head against the door, and promptly did this, and 
the voice remarked, *«He is doing it just as though he were going to die.’’ Then he 
engaged in a free-for-all fight with the attendants in response to a suggestion of the 
voice. On being subdued, an attendant took off his ring. The patient immediately 
announced he had nothing more to do with the battle; it was in another’s hands. 

From that moment he began to improve, and it was not long until he appeared fairly 
well. The transfer to state hospital he agreed to on the supposition it was to be for 
one night only. When he found his stay there was to be indefinite, he became an- 
tagonistie and threatened suicide in order to foree his family to effect his release. On 
furlough home he did well and was not returned to hospital. 

The past history is remarkable for a similar experience oceurring in 1930, when he 
was working in Buffalo, After a dinner party at which local polities were discussed, 
the patient began to feel much graft was extant in the city administration. He went 
out onto the street, put in a fire and police call, and when the firemen arrived first 
complimented them on their feat but said it took too long, three minutes. ‘‘ Washington 
firemen would do it in two and a half minutes.’? He went willingly to the psychopathic 
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hospital where he remained about six weeks, He felt he was a special government agent 
sent to check up on the city officials. He laughed, became dramatic and silly. He de- 
clared he never felt better in his life. He spoke of haying ‘‘lapses and then going 
crazy. I think I’m crazy now. I think I’m in an airplane flying, flying, flying. God, 
I get those spells like that. I smell ether. Sometimes I think people give me poisons, 
and I know they don't.' He was overactive and pleasant throughout and had a remark- 
able memory for many details, but as in the present attack spoke of lapses of memory 
for certain punched-out intervals. During this experience the ‘‘ring’’ played a similar 
role also. 

The past history is not very eventful. He was the seventh in a successful family. 
He was a high school graduate, who had never had steady work for long. The economic 
depression rather than any essential decline of his assets seems to have been the mos! 
important factor in this, Sex life was not unusual. He masturbated rarely and with 
out guilt feelings and had had intercourse a few times at the instigation of the partner. 
His habits were good. 

He was deseribed as subject to moody spells but usually cheerful, active, proud, 
strongly ethical, and interested in mechanical things, debating, and sports. When dis- 
appointed in his desires or ambitions, he was very transiently depressed, then me 
thodieally would set to work to accomplish his end, and usually won out. He was 
honest, dependable, and loyal. His school work indicated he possessed average in- 
telligence. 

The mother died during a depression with paranoid features; a maternal aunt соп! 
mitted suicide during a depression; a paternal uncle was unstable. 

In the Clinic he was a little elated, with enthusiasm and prankishness, but took 
counsel well and on the whole appeared normal. He wrote an elaborate account of his 
two psychotic experiences, some of the details of which have been given. He was thor- 
oughly oriented, his grasp of the situation was excellent. The Binet-Simon intelligence 
test gave him a rating of 16 years plus, with a base line of 14 years. Visual imagery 
seemed to be especially good. Eidetie tests were not made. The story contained cer 
tain gaps which he could not fill out, and he spontaneously complained of memory 
lapses. 

The patient was moderately undernourished at the beginning of the attack and 
because of the circumstances of his employment was getting much less than his normal 
sleep and recreation. At the Clinic his physical condition was excellent. He pointed out 
as premonitory signs of the attacks: 

1. Sleep disturbance. 

2, Interest in things outside his job and a feeling of having to ‘‘do something about 
ет,’ apparently in the reformer spirit. 

He remained well and as usual went from one temporary job to another until the 
fall of 1936, when pushed hard in preparation for examinations for a job he was hoping 
for he suddenly went into a third acute attack. A voice told him to jump out of a 
window, which he did, and later in the same day to choke а man in the next room. He 
was subdued with difficulty and was taken to a hospital for mental diseases. He quickly 
quieted and again gave a good account of all three attacks. As at the Clinic his ex- 
planations for the phenomena were either facile or simply to the effect that they were 
an illness and that he didn’t want to bother himself over considerations as to why it 
came on and whether it would recur. Пё was discharged, apparently well, after three 
months’ residence in hospital. 
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Comment.—This is an unusual ease, but the Clinic records contain other 
examples of much the same sort of reaction. The recurrent discrete 
attacks characterized essentially by excessive activity, excitement, and 
violence against restraint of any sort strongly suggest manic excitement. 
The strongly religious-ethical character of the content is dynamically 
related to the preoccupations during the short depressive prodromal 
period, with an urge to ‘‘do something”? about it all. The peculiar turn 
taken by the content, as allopsyehie projections, with a marked passivity 
reaction on the part of the patient, is unusual and might be regarded as 
ominous, suggesting an essential content disorder of the paranoid-parergasic 
variety. This seems doubtful, however, largely because of the lack of 
systematization, the dramatic quality of the knight-errant theme, the 
essential attack character with recovery, the short-lived ecstatic experi- 
enee at the beginning of the attack, and the elation and prankishness 
in the Clinie. 

The remarkable depersonalization may be looked on as a purification 
in whieh the depersonalization is attained through an hallueinated dis- 
embodiment, 

In both attacks ‘‘dizziness’? and weak spells and in the first attack a 
sensation as of the bed rocking suggest vestibular disorder complained 
of commonly in anxiety attacks, The vestibular reactions were normal 
during his clinice stay. 

The patient's ready and faeile explanation of many disturbing inei- 
dents, e.g., drinking out of the toilet because in his previous hospital 
experience he had discovered it did no good to call for water, or simply 
brushing them aside as manifestations of an illness whose further eluci- 
dation he was not interested in, shows the shallow insight. There is a 
strong suggestion of disorder in the essential rhythms of life: sleep and 
work-play ratio as bases for the precipitation of the trouble. This prob- 
ably plays a role largely in relation with his strong ambitions to succeed, 
to be recognized, and a rigid make-up. 

The case deserves an honored place among those ‘‘individual psychoses,” 
of whom not a few are recorded in our files. Most of them, as this one 
in a notable way, are dominated by excitement with or without elation, 
and with many atypical features of a sort to give rise in other quarters 
to the name, **mixed psyehosis.'" 

Manic stupor presents the picture of relative inaccessibility and more 
or less complete mutism with playful activity in reduced quantity. 


Case 6243.—Miss M. R., aged 36 years, schoolteacher, Presbyterian, was admitted 
to the Henry Phipps Psychiatrie Clinic on Aug. 25, 1931; discharged Feb. 22, 1932, 

The seventh attack of overactivity, with childish talk and manner, and varying 
from stupor to extreme excitement. The first attack occurred nine years before, 
and each attack was essentially the same, lasting from three to eight months. They 
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regularly required hospitalization and ended in recovery of her usual immature per 
sonality. The precipitating factors were meager; the heredity, not illuminating. 

The reaction was in an only daughter, disliked by her mother, favored by her 
father, reticent, but popular, urged to marriage by her family, whose work and 
interests were mainly with little children. She talked their language. 


The patient was brought to the Clinic on Aug. 25, 1931, by her brother two days 
after she had suddenly begun to laugh loudly and to ery, and to talk to herself, He! 
sleep had been poor during this time also. The attaek began fifteen minutes after 
she had been returned home from a visit to her fiancé's family, and he had just left thi 
house, The family, who had observed her in six previous attacks essentially identica! 
to this one, lost little time in securing her admission to the Clinic. The first attack v 
in November, 1022, to June, 1923, while she was recovering from tonsillitis. The 
was ‘‘flighty,’’ and she believed she would be destroyed in some way, that people were 
watching her, She became wild, talking and screaming, and spells of hilarity alternated 
with melancholy. She was hospitalized in a state hospital for seven months and on het 
return her fiancé of twelve months broke their engagement. The second attack was іт 
February to July, 1924. While planning a school entertainment, she was alternately 
despondent and overactive. Then she became overactive and overtalkative of frivolous 
things. She was in state hospital for most of the period, and had lost much weight: 
on her return home she looked pale, did not want to go out, and was gloomy. 

The third attack was preceded by two weeks of irritation with school pupils, at я 
time she was planning an entertainment for the close of school. She was again hos 
pitalized, from March to September, 1927. 

‘During each of the next three years, while at home and not teaching on the advie 
of the school board, she had a similar attack lasting about three months and for which 
she was hospitalized. 

She had done no teaching since and had been busy- with housework until a month 
before the present attack when she began to speak of returning to teaching. A young 
man who had visited her twice yearly for four years and whom her family expected her 
to marry had taken her to his home for a short visit, from which she had just returned. 

The patient was the only daughter in a family of five siblings, disliked intensely and 
whipped by her high tempered mother. She was her father's favorite. She had a good 
school record, with a B.A. degree from a teachers’ college and credits toward an M.A. 
degree. She taught the primary grades for ten years and was fond of the children. 
She talked baby talk to them, to neighbors’ children, and to a life-sized doll she had. 
She preferred children or old women as companions rather than people of her own age. 
Little was known of the sexual life. She had had two sweethearts, the one who jilted 
her after her first attack and the one who figured in the last attack. Her health was not 
unusual except for an appendectomy in 1918, from which episode the patient dated her 
“‘neryousness.’? She was very popular, active socially, not a leader, but an excellent 
follower; she was energetic, hiking fifteen miles with a group, but never alone, always 
doing something, and had a tremendous drive for study. She was stubborn, insisting on 
doing things her own way. She was an excellent cook and housekeeper. 

The family differences have been noted. A younger brother is alcoholic and has 
gastrie uleer. He is easy going, good natured, generous, a steady worker. A paternal 
uncle died in state hospital at the age of 75 years after an illness of about six months. 
The cause of the hospitalization was not known. 

On admission the patient appeared stiff and restrained in her general motility, with 
a facial expression of vacant surprise and a trace of a smile. There was little spontane- 
ous talk. Answers were short, loud, with giggling, and purposeful misunderstanding 
of the questions in a playful way. She used the third person in speaking of herself in 
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a childish manner. She was oriented, but cooperation was too poor to complete a formal 
mental status. The next day the following verbatim sample of her talk was obtained: 

“I’m going home, but I'm just as glad—but he doesn’t know verbs, nouns nor 
adjectives, and adjective—nor birds, what do they do? What part of grammar did 
you say you liked best? I see the flowers—well, I do just stay in this playroom. I 
know I love God—my knee is strained and I don't know what to do. І don't know 
how to sit on the front porch (laughing)—Sunday school is a help. Oh, I don?t know 
now, who are our leaders—well, I don't know—now, tell me, who are they? (Whisper- 
iwg)—Oh, I don't know—oh, I have to go home—it’s a case of necessity, isn’t it? 
Rocks of ages weren’t cleft for me because rocks were made before truth—well, I’m tell- 
ing you... ,’? ete. 

Physical examination revealed marked dermatographia; a soft blowing systolic mur- 
mur, not transmitted; blood pressure 128/72, pulse 72-96, with an average of about 80. 
The weight was 158 pounds, 29 pounds over her ideal weight. Constipation was severe. 
There was а mild psoriasis about which the patient was sensitive. 

The psyehogalvanie readings were always extremely low, indicating tenseness, А 
blood sugar tolerance curve on October 22, 1931, was as follows: 


Fasting 85 mg. per cent 
% hr. 155 mg. per cent 
1 hr. 180 mg. per cent 
2 hr. 155 mg. per cent 
3 hr. 90 mg. per cent 


^n essentially normal eurve, "The further laboratory studies were all normal. 

Throughout September, October, and November the patient showed little change. The 
talk was very childish. She was alert to her surroundings, but with little overactivity 
except in the abundance of her writings: childish letters, geographical names, grammar 
lessons, spelling, arithmetic. There were occasional samples of rhyming and punning. 
The posture was stiff, and she went through playful reactions. About once weekly there 
was a period of increased irritability, lasting for a day or two. In these she was 
combative, overactive, with loud, rapid talk, with flight, rhyming and punning. 

Early in December she began to improve and within two weeks was able to be trans- 
ferred to a quiet ward, where she remained apparently in good condition until two days 
after a clinic demonstration. She awoke in the morning crying and promptly went 
into a marked excitement, with cursing, threatening, destructiveness, and flight of ideas, 
but without the childish talk noted previously. Throughout this period there were 
oceasional short periods of sadness and anxiety with weeping. This state continued to 
February when she rather quickly quieted and was able to go home on Feb. 22, 1932. 

The behavior and the sleep during the critical period of December are shown in the 
charts (Fig. 49 and 50). The weight in hospital dropped steadily to 130 pounds on 
Jan. 24, 1932, rising again to 138 pounds on diseharge. 

The important impression gained from her stay was that of an exceedingly immature 
girl, This was corroborated on seeing her again four months later. She had gained 
25 pounds, was sleeping well, and was in good spirits. There was a childish playfulness 
about her manner suggesting the hypomanic reaction, but her father insisted it was her 
usual manner. There were little bursts of confidences, and constant references to “what 
papa wants.’’ The examiner felt as if she were talking to a 9-year-old child despite 
her college degree. 

She had spent six weeks in a college and was planning to return to teaching. She 
felt perfectly well and as if she would never have another attack. 
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Comment.—The manie attack was divided into a stuporous phase with 
little activity but playfulness, smiling, giggling, and childish talk and 
manner, and an excited phase with marked overactivity, talkativeness 
with rhyming, punning, flight, cursing, threatening, and an absence of 
the childish mannerisms. Seven attacks, essentially the same, with little 
obvious in the nature of precipitating issues, despite her brother’s state- 
ment that they always come ‘‘when she is working too hard or courting,’”’ 
point to a strong constitutional factor, not further clarified by the known 
heredity. The patient at her best gave a strong impression of immaturity 
of emotional development and outlook, which simulated a mild hypomanic 
reaction, The mild social withdrawal reaction at the termination of 
several attacks may be thought of as a depressive equivalent. 

The quick shift from normal behavior to marked manic excitement 
after the clinic demonstration suggests a reaction of sensitiveness to her 
condition which had not been properly noted. Notable also was the lack 
of childishness in this phase, perhaps again a warning not to be dealt 
with as a child (by publie display, ete.). 

The family saw nothing unusual in her personality upon recovery. For 
them as for her, the attacks remained as punched-out episodes, unac 
counted for. "There was no opportunity to make a eloser correlation of 
her personality and the faets of the illness. 


Kraepelin grouped the ‘‘endogenous’’ depressions and “endogenous ' 
elations, i.e., without adequate experiential precipitating factors, and with 
similar disorders in the heredity, as opposite phases in “manic-depressive 
insanity.” The essential features stressed were attack form, recovery 
from the attack and preservation of normal function between attacks, 
liability to recurrence, with subsequent attacks likely to come closer 
together and to last longer, and strong hereditary background, 

Psychoanalytic literature has stressed the similarity in essence with the 
obsessional-compulsion neurosis. In both the struggle among the ele- 
ments, id, ego, superego, is taking place. In manic-depressive insanity 
(or manic-depressive psychosis) the dominance of the superego alternates 
with its subservience to the id and ego, whereas in obsessional-compulsion 
neurosis the two phases are telescoped into one with a resulting unsat- 
isfactory compromise, which itself determines the obsessional-compulsive 
phenomena. | 


CHAPTER IX 


TOPICAL DELUSIONAL STATES AND PARA-REACTIONS 
1. PARANOIA AND PARANOID STATES 


These reactions are characterized by essentially formally correct, but 
short-cireuited, reasoning, amounting to delusion formation. The tenacity 
of the false beliefs, and their growth and systematization are the ear- 
marks of the insatiable need which is the affective investment of the 
complex material at work. 

Paranoia is the rare pure culture form of systematized delusion forma- 
tion, in which formal conduct and logical reasoning are maintained, and 
the reaction consists of a formally correct superstructure on a false founda- 
tion, aecepted as true and maintained in the face of contrary evidence. 
Paranoid states, as the word indicates, are allied to the pure eulture states, 
but with the evidences of less tenacity, less systematization, or a lesser 
degree of formal correctness, with the appearance of more sweeping dis- 
organization of the personal functioning. So, for example, there are 
hallucinations of all sorts, twisted, bizarre explanations for events, dis- 
tortion in the time and space orientation, ete. They are very common 
reactions. 

A. Meyer, whose review of the reaction remains a classic, sees the fol- 
lowing stages or components. The reaction may be a progressive one 
through these stages, or may be arrested at-any one, or may omit some. 

a. “A rigid make-up, with a tendency. to pride and self-contained 
haughtiness, mistrust and disdain; a feeling of uneasiness, with tendency 
to sensitiveness about the attitude and behavior of others, interpreta- 
tions, brooding and ruminations along the line of set suspicions and 
fancies, with inability to make concessions, often unwillingness to dis- 
cuss things (‘I have nothing to say’; ‘You know it better than I do’) 
—paranoie constitution and paranoie moods.” 

b. Appearance of affectively charged dominant notions, as autochtho- 
nous ideas or revelation which illuminates all the brooding questioning 
in a manner to leave no need for further check (‘Tt has all become clear 
to me"). They operate by suspicions of others; ill-balanced or frustrated 
ambitions, as claim to invention; of other parentage; of mystic or Mes- 
sianie origin; and of fanatieal urges and goals, or by projeetions, as 
jealousy, ideas of persecution, interpretations, urge for vindieation and 
for justice; or by hypochondriacal complaining of a one-track rigid sort, 
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with the development of antagonism to medical attention for its failure 
to give the patient the sort of help he feels he needs. 

в. There follows then an irresistible need for working over the mate 
rial for evidence to support the dominant notion. That it will support 
it is a foregone conclusion. This is accomplished through misinterpreta- 
tion of actual experience. 

d. Systematization of a sort at times so tightly knit that it remains 
logically correct if the original premise of the dominant notion be ad- 
mitted. The ramifications of the system may be very extensive and so 
tightly bound that touching on any one point will automatically throw 
into operation the entire system. 

e. When the present has been ransacked for proofs and systematized, 
the attention is turned to the past, with a re-examination of the past 
experiences in the light of the newer certainty. There result misinter- 
pretation of past events and retrospective falsification of events. The 
net result of all this is further to bolster the dominant notion. 

The short-cireuiting is extraordinary, since the dominant notion needs 
no proof: it is a belief. The search for proof is a sop to that need fo: 
the appearance to self and others of having made a fair appraisal of th: 
data. 

At times there may develop hallueinatory corroboration of the domi 
nant idea, 

f. Intereurrent crises, as panics or sudden bursts of suspieion, and 
megalomanie developments in explanation of all the attention being re- 
ceived, and deterioration of the assets may take place. Every experienced 
psychiatrist has seen an example of the Messiah, of God, or a king, or 
Napoleon, ete. These episodes and developments usually have hallucinatory 
components, at times chronic, the so-called **paraphrenie?" development. 

g. At any time antisocial and dangerous reactions, as homicidal at- 
tempts, may result from the failure to adapt to reality and in a burst of 
self-assertion, hate and suspicion. Paranoid threats are not to be lightly 
disregarded. The fanatie who feels the end justifies the means can play 
a most dangerous role to society’s welfare. Particularly is this so when 
society is inadequately aware of the patient’s point of view and is 
unguarded. ШЕ: 

The most common delusion is the delusion of persecution. Many other 
types have been noted, however, and it is well to note that the adjective 
**paranoid'' is therefore not completely synonymous with “persecuted,” 
“‘hostile,’’ or **suspieious."" 

The reaetion arises in mature adult individuals. The earlier the onset, 
the more danger there is for disorganization to take place. 


" 
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Kraepelin erected paranoia into a distinct disease entity, with consti- 
tutional factors playing a dominant role. In fact, he finally rejected 
from the concept the querulants who clearly thrived on experiential 
factors. Such a sharp dichotomy may serve the purposes of classification 
but hardly conforms to the facts, as Kraepelin’s pupil, Lange, concluded. 
Freud was the first to point to the role of homosexuality in the dynamic 
development of the reaction. It is certainly true that homosexuality, 
latent or overt, is to be found in many such cases and that the reaction 
is a disowning of the fact. Often, however, the most careful search fails 
to reveal such a factor, the reaction appearing, for example, as a twisting 
of the facts concerning ambitions, unsatisfied or frustrated. 

The fact is that ideas of reference, false beliefs, rigidity of make-up, 
and proud sensitivity are very near the normal complement of mankind 
in general. The conception of the consensus as a useful and desirable 
working principle has always met with rough treatment whenever it 
clashed with individual needs. There can be in the last analysis no 
dogmatic statement of true and false in the matter of some beliefs. In 
fact, “‘belief’’ carries inherently in its definition an affective component. 
It is this which furnishes the motivation in the case. The struggle be- 
iween affectively charged belief and logical thinking may be more or 
less elear even to the victims of paranoid reactions. The latter has an 
unequal competitive chance because its motivations are less securely an- 
chored in the biological history of mankind. The rigid insistence on the 
truth of something which may or may not be true is the basis for the 
fanatic development, which comes close to the unequivocal paranoid state. 


Case 6287,—Mr. W. У. L., aged 52 years, single, unemployed, Roman Catholic, was 
admitted to the Henry Phipps Psychiatrie Clinie on July 11, 1933; discharged August 
15, 1933. 


After a lifetime exhibiting sensitiveness and rigidity, the patient with his moth- 
er's death devoted his time in a fanatically religious cause dear to his mother's heart. 
Twelve years of unproductive study, no work. Since Jan. 1, 1933, more withdrawn 
expecting recognition from President Roosevelt. Sudden onset of auditory mis- 
interpretations, casting aspersions on his sexual ethics and his sexual capacity. 
Panicky state drove him to seek clinic admission, followed by quick subsidence of 
the misinterpretations. Blamed it all on neighbor he had had trouble with three 
years before. Feels modern society is pagan, ава result of disbelief in the truth of 
the pre-Copernican conception of the solar system. 


The patient came on his own initiative to the Clinic on July 11, 1933, His problem 
he stated as follows: ‘I hear people discussing me. They say I go about the streets 
with my pants open exposing myself. They are now planning to imprison me." He 
had discussed the problem with his brothers, and, when they denied hearing such talk, 
the patient decided that it was of the greatest importance to settle the question, as well 
as to avoid imprisonment. He also complained of broken sleep, recent loss of weight, 
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restlessness and ‘‘puzzlement,’’ weakness, and fatigability. The brothers who accon- 
panied him declared that he had been more quiet and preoceupied since Jan. 1, 1933. 

The patient, who has done no useful work for twelve years, wrote on Jan. 1, 1933, 
to the secretary of President-elect Roosevelt of his work in favor of the nominee again: 
Governor Ritchie of Maryland and asked that he be given work. Although nothing was 
ever promised, the patient felt rather sure of gaining an appointment of some sort. 
He sat about the house and gave up the continual study on the solar system which had 
preoccupied him for twelve years, No job came. 

In May or June, 1933, while exercising his dogs as usual at 5 A.M., he heard milk- 
wagon and taxi drivers say to one another, ‘‘There goes that fellow who goes around 
early in the morning and late at night with his pants open showing his privates." For 
the first few days the patient dismissed it jokingly, but one night on going to bed at 
10 o'clock he could not sleep. He overheard eonversations on the street, and at last, 
‘t Do you mean the one who writes to the paper that the world doesn't go around??? He 
knew this meant him. Then the voices repeated the gist of the conversation he hud 
heard among the milk-wagon and taxi drivers. The patient finally decided the voice 
was that of a neighbor with whom he had had some trouble three years before. 

Three years previously the neighbor had set up а miniature golf course opposite 
the patient's home. He was much annoyed with this, the noise, and the sort of peop! 
who frequented the place. The patient, without saying anything to the neighbor 
wrote a letter of complaint to the chief of police, and readily admitted doing it when 
the question was asked in the general buzz of rumors which followed the stationing 
a policeman at the place. Then the patient saw some women gathered for a social 
event in the apartment of a relative of the neighbor across the way, and through the 
open windows he heard them diseussing the police episode, saying they thought he had 
been responsible, Then they diseussed the probable reason for the five L---- siblings 
never having married. They finally said that he didn’t have any privates and could not 
mingle with men or women and that was why he kept to himself, The next morning at 
5 o'clock he went to the neighbor, complained of what the women had said, and threat- 
ened trouble unless it was stopped. 

The patient became aware of a general hullabaloo about him, and he wrote the build- 
ing inspector protesting about the golf course, in the meantime having measured it and 
finding it not complying with the city ordinances. At this moment the patient’s brother 
intervened, and, at the promise that the course would be properly conducted, the patient 
was persuaded to withdraw his protest. 

On the eyening when he heard the neighbor speak of his exposure, he determined 
to speak to the policeman on the beat about it. He missed him and reported to his 
brothers instead. 

The accusations multiplied, Always he actually saw people talking or heard voices. 
They now said he had stayed away from the library with his studies since Jan. 1, 1933, 
because he was spending the time exposing himself on the streets. The week before 
admission he overheard two ‘‘respectable ladies’? who lived next door say that he was 
exposing himself, and that they intended to run out the next time and to see for them- 
selves what was wrong with his privates. 

The brothers all told him they heard nothing and that it was all «<imagination’’ on 
his part. Because of this and because only a week before he heard his arrest and 
imprisonment threatened, he decided to соте to the Clinic. ‘‘If this is imagination, 
I'm crazy or ‘loco,’ ?? 
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The patient was the third of five sons and one daughter born to devout Irish Catholic 
parents in poor financial circumstances. His birth and early development were normal. 
He finished the grades at the age of 13 years and had hoped to take advanced work 
to enter the priesthood, but instead it was necessary for him to go to work. 

He had an excellent work record except for some characteristically illuminating in- 
cidents. His maximum salary was $1,500 per year as assistant cashier of an industrial 
concern, His work was always satisfactory; he frequently left one job because of 
better wages at another and was often asked to return to the former work. On one 
occasion he quit because he felt new officials who had come in with a consolidation 
ought to be allowed to pick their own men and that he himself would not be able to 
work with them. On another occasion he left when he was ‘‘razzed’’ by fellow em- 
ployees for sending from his vacation place a small American flag to a Catholie stenog- 
rapher in the office. He had done this, he asserts, as a symbol of Catholic patriotism, 
feeling she would understand, He requested the president of the company to put a stop 
to the play, and, when nothing was done, he quit. 

He quit his last job in 1921 at the death of his mother. She was a dominant per- 
son, an invalid for some years, the patient’s confidante in her last years. He was at her 
bedside all his spare hours. She was a devout Catholic, who for ten years taught that 
the science of today was pagan, that the truth of the solar system was to be found 
in the pre-Copernican conception that the earth was flat and the center of the universe, 
the sun revolving about it. He didn't know why he quit. He wanted to get away. 
From then on he spent from eight to nine hours daily in the public library studying 
astronomy, and the lives of the ancients, the trial of Galileo, ete., determined to find 
out the truth in the quarrel between church and science. 

The net results of these researches corroborated fully his mother’s ideas. He has 
written over a thousand letters to the ‘‘open forum’’ columns of the newspapers, 
enunciating, and defending his theories. The following are samples: 


Resurrecting That Old One About the ‘False Pagan Globe Theory’? 
[Editor’s Caption] 

To the Editor of the Evening Sun: 

Sir: 

Some there may be who recall me as having frequently written to 
this column in an effort to show that the Galileo decision was right 
when it declared that if the false pagan globe theory was taught as 
true it would be bound to result in the atheism and paganism prevail- 
ing today. 

In the September issue of The Forum magazine is an article by 
H. L. Mencken entitled, ‘What I Believe.’’ Every reader of this 
paper would get an eyeful by reading it. 


Toward the end, on page 138, he says: 


‘t One Copernicus, it seems to me, is worth all the Popes who ever 
lived and all the bishops and archbishops and all save a baker’s dozen 
of the holy saints.’’ 


Copernicus, as all know, is one who resurrected from pagan writ- 
ing the long discarded false theory that the earth spins around itself 
to cause days and nights and speeds around the sun to cause the 
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seasons and years. When the significance of Mencken’s statement re- 
garding Copernicus is fully grasped let the reader consider this, from 
page 137 of the article: 

*«Ts it a fact that the authors of the New Testament were inspired 
by God and compiled a record that is innocent of error? Tt is not a 
fact. They were ignorant and credulous men, and they put together 
a narrative that is as discordant and preposterous, at least in mate- 
rial parts, as the testimony of six darkies in a police court.’’ 

‘There you have the natural logical conclusion that must come from 
teaching as true the false pagan globe theory. Why do we not face 
the facts? 

Mencken states that he believes that man is a close cousin to the 
ape, that religion has been a curse to mankind, that all government is 
evil, and that the evidence for immortality deserves no respect. АП 
that is the offspring of the false pagan globe theory. We should 
deny and denounce that theory and belief in the Bible could then be 
restored. 

W. V. L. 


Whoever Teaches That the World Is Round Lays the Foundation for 
Atheism and Anarehy, He Opines 
[Editor's Caption] 
To the Editor of the Evening Sun: 
Sir: 

Mr. J. M. S, of S... Н...., very probably has many in accord 
with him when he asks how any intelligent man can agree with 
Mencken that the New Testament was written by uneducated men. 
Mencken has probably many in accord with him. Mr, 8. defends the 
writers of the New Testament and its ‘‘psychology,’’ but he is just 
as particular to be silent regarding those learned holy men who, in 
far-sighted defense of the ‘‘truth’’ of the New Testament, solemnly 
and seriously warned that the teaching as true of the false pagan 
globe theory would result in the New Testament being considered 
exactly what Mencken says about it. 

Only recently there was published in English the life of Bellar- 
mine, who was a leading figure in the first Galileo trial and against 
whom none can raise the question of his intelligence or Christianity. 
A good portion of the work dwells upon the Galileo case, that is, 
Bellarmine’s position regarding it. 

I cannot take space to quote from his writings (anyone can see the 
book at the library), but it is sufficient to say that when the Galileo 
decision denied and denounced the globe theory as not only false and 
absurd in fact but also as expressly contrary to the Holy Scriptures, 
there was behind that decision every bit as much learning and solici- 
tude for humanity as was behind those who prepared the New Testa- 
ment itself. 

Let those who deery the atheism and paganism rampant today as 
polished modern civilization first recognize the fact that when they 
teach the globe theory as true they lay the foundation, 


September 23, 1930. W. V. L. 
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He gave up his studies, as noted, after writing President-elect Roosevelt's secretary 
for work, 

He masturbated without conflict from age 10 to 15 years. Occasional night emis- 
sions have occurred since age 21 years. He never had any interest in women. He 
was devoted to his mother. After her death he tied a string about the prepuce so 
that the slightest erection would be so painful that he would banish any sexual thought. 
The entire family are unmarried, but the others all declared the patient was different 
from them in his lack of interest in the other sex. 

He was a man of habits, and fixed ideas regarding the optimal conditions for his 
efficiency and health. He never slept over 4 or 5 hours, spending the early hours of 
the morning thinking. He was a light eater and concentrated better when he had not 
eaten. He never smoked, drank, told a dirty story, or had bad thoughts. He watched 
his health earefullly. 


$5* 
30, 
25; 
20, 
15i 1. Contrast between first and second part 
| of test. 
i 2, Slow raising of bid. 
10} 3, Holding to bid longer than is wise 
in bids 12-16, 
4, Adjustment by bigger steps at the end 
than at the beginning, 
5 5, Tendency to bid the maximum, 
| Impression: Slow аррговоһ- then definite rigidity 
і and‘ poor juderent. 
"om RSET ee 20 MIRE БТБ 2 1d 180 25 30 


Fig. 51.—Mr. W. V. L. Dart test. 


He bought a home for the family, when his father’s financial incapacity did not 
afford it. He lived with his siblings and the father, making a garden, painting, car- 
pentering about the home. He was sensitive over his threadbare state and planned to 
buy new clothes when the presidential appointment came. 

Aside from the mother’s ten years of ‘‘frail’’ invalidism and her religious ideas, 
there was no mental or nervous disease in the family. $ 

The patient was glad to come to the Clinic, and felt secure for the first time in 
months. He talked freely about his problems in a superficial manner, giving inex- 
haustible ‘‘props’? of this contention concerning the solar system. He stated he had 
given up attending church except for funerals because he found the church compromised 
with modern science. This he was sure of. He was not absolutely certain of the 
threats against him. He had felt them to be real and his neighbor to be at the bottom 
of them all. He appeared willing to attempt the open attitude in regard to them. 

In the Hausmann concentration tests he did well with the symbol marking, remark- 
ably well with the number completion, and ‘saw’? the verbal absurdities. 
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In the Hausmann dart test he was cautious in advancing the bid, but stubbornly 
rigid about reducing the bid when he had failed. He tended to bid the maximum 
(Fig. 51). 

He weighed 12744 pounds, having lost 10 pounds in the previous month. His idea! 
weight was 162 pounds, but he was always asthenie, as were all the siblings. There 
was a fine tremor of the tongue and mild thickening of the peripheral arteries. The 
laboratory examinations were normal. 

He said the neighbor he suspected was an Trish Catholic, unmarried. He knew 
little else about him. He himself he declared to be sexually pure, having found out 
that sex thoughts interfered with concentration. He was imbued with his mother’s 
purity. He had not married nor wished to marry because he considered that his re 
sponsibility was to his family. He had had no erections whatever for two or three years. 

He left the Clinic against advice, promising to keep in touch with the physician. He 
shortly became panicky again and was on the point of accepting state hospital trent 
ment, but the family intervened and kept him at home. 

From time to time argumentative letters appear in the ‘‘open forum"? column 
On one occasion he wrote to say that he was in a bad situation and if help were not 
fortheoming he would have to take matters into his own hands, He declined the op 
portunity to come to the Clinie to diseuss the problem. Since then the open lettera 
continue, and it was surmised that the emergency had again subsided, The brother 
corroborated this. 


Comment.—A queer individual, outstanding in a closely knit family of 
devout Catholics, all unmarried, but only the patient without any hetero- 
sexualinterest. A religious fanatieism taken over from his adored mother 
has oceupied his time and energies for years with a senseless argument 
against ‘‘modern paganism.’’ Intereurrent episode of panic and para- 
noid projection expressive of latent qualms over his sexual status brought 
hospitalization. The panic subsided quickly, and the patient returned 
to the pursuit of his fanaticism. Absence of real hallucinations, a wealth 
of misinterpretations in the present, and their systematization into delu- 
sions of persecution were the telltale evidences of the projective process. 
The formal thinking processes were intact, and the affect was congruous 
with the content. 


CASE 6262.—Miss N. H., age 47 years, athletics instructor, Presbyterian, was ad- 
mitted to Henry Phipps Psychiatric Clinic Sept. 13, 1931; discharged Dec. 8, 1981. 


The patient, a proud, sensitive, aggressive and capable woman, has been dis- 
tressingly aware since 1923 of attachment to her female friends, This has caused 
her to leave one position after another in order to escape embarrassment. In 1928, 
the patient, who had been working hard and was happy in the company of friends, 
discovered that she was becoming too fond of an old friend. She quit the work 
and secluded. herself from social contacts. She secured new work promising much 
for her future but in 1929 was discharged for ‘‘unjust’’ reasons. Since then she has 
gradually grown suspicious of everyone and has had many hypochondriacal com- 
plaints, When she obtained a new position, she felt it was part of a scheme put 
up by her physician (a woman), employer, and former friend to test her out. In the 
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last few weeks before admission she felt like a ‘‘hunted animal,’’ and she came to 
the Clinic willingly to find security. 

Little change in hospital in her suspicions and her haughty, overbearing manner, 
although the panic died down. She returned to her home, but lived alone, slaving 
at work for her brother through sheer tension. Then she felt impelled to return to 
the city of her previous employment, where she willingly undertook ambulant treat- 
ment. After a most stormy time when she sought in the main unsuccessfully for 
work up to her caliber, her suspicions and her dire need made hospitalization neces- 
sary. She has been in hospital since, feeling unjustly treated, the victim of her 
physician’s maltreatment, proud, unbending, with no effective insight. There have 
been no hallucinatory or other disorganization features. 


The patient came to the Clinic of her own volition on Sept. 13, 1931, because she 
had been ‘harassed and hunted like an animal," was followed by detectives, was given 
a “fake job,’? and was being tested for her ‘‘sanity.’’ She came because, from her 
previous diagnostic clinic experiences, she felt secure here. 

The patient was in good health until 1919 when she was in service in France with 
the Y. М. C. А. as a canteen worker. She enjoyed the work, but had been ** embarrassed 
and sensitive’? when she was made the confidante of the boys in their sexual adventures 
and when she saw ‘‘naked’’ men in the hospital wards where she had gone to give 
‘í good cheer.’? These were ‘‘new, shocking?" experiences to a woman who had lived 
in an atmosphere where such things were not mentioned, While in France, another 
woman worker had suddenly thrown her arms about the patient, begging her to unbend 
to life. The patient was ‘‘petrified’? by this experience. She had worked very hard 
and had come home happy but tired in October, 1919. The tiredness remained, but 
did not prevent her from social activities and the eare of her dead sister’s children. 
In April, 1920, she returned to the Army of Occupation and remained on duty to 
October, 1921. On her return she was tired but plunged into social life and under- 
took the nursing of a niece. 

In January, 1922, she was ‘‘totally exhausted’? and was more or less bedridden for 
three months, but was not depressed, lost no weight, and slept well. Not until July, 
1923, did she return to work as activities director in a settlement house, Here for the 
first time she became aware that she was becoming ‘‘interested’’ in the head social 
worker, She never spoke of this ‘‘interest’’ and left to get away from it, In October, 
1924, she obtained other work and soon “тап into the same kind of trouble." One 
woman friend became attentive, and on one oceasion went to bed with her, but her 
physical touch made the patient furious and she forced her to get out. She was 
embarrassed and full of self-reproaches, In 1925 at another job she found herself 
again distressingly interested in an old friend and left the job to avoid her. During 
the Christmas holidays of 1928 she overheard a ‘‘few words’? which suggested that, 
rumors were being spread about her ‘‘affeetion.’” 

In 1929 she found work in a hotel for women, and soon felt her superior was making 
unwelcome advances to her. Suddenly and without warning she was dismissed in 
September, 1929, She felt her superior had managed this because she had refused 
her advances, which the patient interpreted as homosexual, At another job she con- 
sidered invitations from the manager as the prelude to ‘‘insults.’’ Wild parties of 
married men at the hotel bothered her, and she left in December, 1929. 

For the next ten months she felt fatigued and on medical advice submitted to 
tonsillectomy. She began to wear a surgical corset. Neither of these measures nor 
loafing about with relatives helped, and she entered the J ohns Hopkins Diagnostic Clinic, 
where she presented an hypochondriacal reaction and disclosed nothing of her homo- 
sexual troubles. 


Name: 
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Caso #6262 
Miss N. B. 


Menzorry: Father quiet, well educated, leader in his community, preferred the patient. 


imi 


ит? 


Mother quiet, refined, self-assertive, rigid in her discipline of the patient. 
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autoerotisa. Disgusta her. 


Fig. 52.—Life chart of Case 6262. 
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Fig. 52 (Continued).—Life chart, Case 6262 
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Returning home in December, 1930, she began to feel her family wanted her to leave 
and go to work, She made a start for home. but stopped off en route to nurse sr 
unele until his death in February, 1931. She recalled no fatigue during this period. 
In May, 1931, she planned to visit her brother. When he asked her to bring her mother 
with her, she construed this to mean she was not wanted. She felt she was being 
‘<gmoked out’? to work. In June, 1931, she registered at 14 agencies and felt au 
attitude of ‘‘puzzling’’ disapproval was being maintained by her former employers. 
‘All her friends gave her a ‘‘freeze-out’’; there was ‘‘coldness’’ in the atmosphere. 


She had been advised to consult a psychiatrist, and at the suggestion of a friend 
consulted a woman psychiatrist, although she felt no need for the visit. After a few 
visits she began to feel the physician had been influenced by the nurse who was соп 
neeted with her former employer. She began to read doubt into the physician’s attitude 
to her story and to find meanings in the inflections of her voice, In July, 1931, she w^ 
interviewed for a splendid job, but she regarded the prospective employer as ‘* (00 
sweet," ‘trying to draw me out too much,'" and refused the job. She accepted tem 
porary work to find a hostess housekeeper of special qualifications. But she felt it all 
a ‘‘fake,’? the goal was not worth the effort and the pay for-her services too much. 
When she was transferred to another city, it all appeared even more puzzling, i 
employer seemed to have a ‘ ‘hypnotist’s master mind,’’ and she felt she was be 
analyzed. She began to check on his identity, and finding several like names in the 
telephone book, she challenged him and concluded from his denials of multiple identily 
that he was lying. 


On her return home in August, 1931, her troubles multiplied. She felt ‘‘ tested out 
on religion,’? detectives began to follow her; her physician entered her room in her 
absence (despite the fact the physician was away on vacation). She was ‘hounded 
and harassed’? and went to the physician demanding protection. When her accusations 
were denied, she laughed because she realized the physician was ‘‘kidding’’? her and 
thereupon came to the Clinie for security. 

The patient was the oldest of 5 children, ‘í fussed оуег,?? self-reliant and aggressive, 
a tomboy and a match for her brothers, She was attached to both parents but was 
perhaps fonder of her father, as her mother’s disciplinary measures always irked her. 
In spite of her reputation as a ‘‘fighter,’’ she was easily hurt by the opinions of others, 
reacting with tears to teasing. At 10 years of age she walked out of a private school, 
because she was asked to perform a distasteful task, and then went to publie school. 
At 19 years of age she made her debut, and. then to her parents’ resigned protest got 
work as a physical education instructor. At 28 years of age she had her own school 
of gymnastics and dancing, which she managed very efficiently. Then came the War, 
the homosexual awakening, the fatigue. On one occasion she was engaged but proke it 
because she did not care enough for the man. She had been in love once but turned 
down the suitor’s offer because he was a poor provider. 

The patient was always energetic and utilized activity as a release from tension. She 
had always excellent health and considerable capacity for injecting enthusiasm for 
athletics into others. 

The father was a high-strung, well-educated, and prominent member of his southern 
community. He preferred the patient. The mother was quiet, self-assertive, refined, 
rigid in her training of the patient. A paternal aunt who lived with them some time 
was considered by the patient to be domineering and interfering. 

On admission to the Clinic she was alert, overactive, euphoric, talking at great 
length and with much eireumstantiality. - There were bursts of irritability and restless- 
ness, alternating with cheerful compliance with ward regulations. The sensorium and 
intellectual resources were adequate. She stated she came for help ‘‘to get over this 
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feeling that they have been examining into my sanity,’* yet іп the next breatli declared. 
that the feeling was ‘‘true.’’ She admitted that she had based her conclusions on 
feelings, not facts. 

The physieal eondition was superb. 

In spite of superficial cooperation, she remained tense, suspicious, and ill at ease, She 
valued her security in Clinic, yet never felt sure of those she entrusted with her care. 
She thought her physician concealed his real name because that was the customary 
practice in hospitals, She ‘‘forgot’’ her feeling that the ward program was a test 
of her sanity but brooded about the injustices done her. She stormed at the persecution 
she had been subjected to, declaring it had robbed her of health, friends, job, and self- 
confidence. Talking things out helped her to gain some quiet, and she then usually was 
able to listen without too much disturbance to a middle-of-the-road statement of the 
situation. 

No great improvement in her condition was noted, and hospitalization was cut short 
by the financial situation in the family. The family refused to consider the advice for 
state hospital treatment. She went to her home city but lived alone in a rooming house 
and worked for her brother. In this her boundless energy was put to use in an effort 
to release the internal tension from the constant consideration of her problems. She 
slaved at the job. 

In August, 1933, she developed the strong urge to return to her home city and seek 
a general vindication of her character. She felt bullied by her family and wanted 
to get away. She felt in some way the Clinic to have within its power to determine 
whether or not she should find employment again. On return to New York she had a 
most difficult time because of the economic depression. She had temporary work pro- 
vided by governmental relief agencies, but she disliked her associatos who loafed on the 
job. Finally, because of her suspicions, tension, and serious economie condition, her 
consulting psychiatrist (a man, this time) gained her consent to hospitalization. 

She has been in hospital since, accepting commitment with fair grace. The last 
report in 1935 indicates no change in her status except a certain willingness to admit 
openly her homosexual problem. She has gained no real effective control over her 
tendency to projection and remains suspicious, irritable, uneasy at times. There have 
developed no clear signs of disorganization, as hallucinations or bizarre ideas. 


Comment.—Homosexual tendencies, long latent, came to open recogni- 
tion during the trying war days. The patient has fought a losing battle 
ever since against their acknowledgment as a part of her own personality. 
The fight has been waged by disowning, projection of her own feelings 
onto others as suspicions and delusions. Systematization was rather 
marked and tenacious. No great amount of retrospective falsification 
was present. At times she has constituted a certain risk to the safety 
of others—her persecutors, but she finally accepted fairly gracefully 
hospitalization when offered by a male physician. 

The hypochondriacal complaints shielded the patient from examination 
of the more important issues for some time. Panic forced the first hos- 
pitalization in which her insight was of an ambivalent character: desir- 
ing release from the unpleasant feelings, but asserting the feelings to be 
“true.” Insight never was developed much beyond this point. 
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There are three well-known variants of the usual paranoid state: (1) 
the sensitive delusion of reference, or sensitive depressive paranoid state 
of Kretschmer; (2) paranoid condition with marked deafness; and (5) 
the alcoholic paranoid jealousy reaction. 


Kretschmer described the sensitive, depressive paranoid condition in 
which along with delusion formation and ideas of reference is a basic 
personal sensitivity and self-derogation. The patient in essence admits 
a basis in himself for the allopsychie attention but feels this latter over- 
done in a manner to cause him much discomfort. As Kretschmer pointed 
out, the reaction occurs most often in single women near the menopause. 


Case 7844.—Miss N. L. C., aged 47 years, schoolteacher, Episcopalian, was admitted 
to the Henry Phipps Psychiatrie Clinie on July 26, 1937; discharged Dee. 31, 1937 


At a time when the patient was ‘‘nervous’’ and in generally poor physical condi 
tion, with heavy responsibilities in the care of her mother, there developed à de- 
lusion that she was grinning in an inappropriate and uncontrollable fashion. She 
felt the grin was ‘‘infectious,’’ making others react in a similar fashion. She was 
made very uncomfortable and ''supersensitive'' by these happenings, became more 
seclusive and withdrawn in order to protect others and herself from the spread of 
the difficulty. The delusion was probably associated with the emotional relation: 
to the mother and father, and to a clash between rigid ethical existence and 
arousals. A constant undercurrent of depression was present. The mother had had 
a depressive attack, and in her last years turned against her husband. A maternal 
aunt was psychotic on two occasions. 


The patient eame alone to the Clinic on July 26, 1937, complaining of an uncon- 
trollable grin which distorted her features, making those who saw it uncomfort able, and 
causing strangers to stare at her, and of a smile which was infectious. She eried when 
she stated this had made her ‘‘supersensitive.’’ 

She first noted in 1931 a twinkle in the eye which lighted up at the most inopportune 
times, as when diseussing a tragedy. At the time the patient was in poor physieal con- 
dition, having been treated for general debility, back pains, and * *nervousness?? since 
the menopause in 1929. She was living with and caring for her mother in a small 
southern town, where she taught English in the publie school. The mother’s health 
prevented her from going out much socially, and their living expenses took most of her 
earnings. She had a eareworn, haggard expression which friends attributed to over- 
work at school and at home. 

By 1933 the patient developed a sad smile most distressing to her. It would come on 
when sad subjects were brought up, for example, ‘‘whenever anyone asked how mother 
was.’’ The mother had developed heart trouble, and went to live with another daughter 
because she felt she was worrying the patient, who had become worse, had feelings of 
tightness in her head, and was unable to control spasmodic jerkings of her face or the 
smile. 

The patient entered a private sanitarium where on the basis of the history and cer- 
tain coarse tremors, twitchings of the face and eye muscles, the jerking of the face, 
slightly increased deep reflexes, slight impairment in accommodation, 21 mm. pressure 
and increased globulin in the cerebrospinal fiuid, a diagnosis was made of encephalitis. 
She was tearful, anxious, depressed, but with good sensorium and intellectual resources. 
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The mother died in March, 1934, and the patient suffered with lonesomeness and 
many erying spells. The fall of that year she sprained her ankle and became convinced 
that the “ртіп”? affected others when a cousin found her in distress and smiled back 
at her in the same fashion, She was treated for encephalitis during 1935 and 1936, 
but her nervousness and the grins increased. In the spring of 1936 her school super- 
intendent asked her to resign and to seek treatment for her nervousness. Since then 
she has lived with various relatives but has been uneasy, moving from one to another, 
fearful lest they will ‘‘catch’’ on to her Medusa-like qualities and that she will infect 
them. She left her sister’s home because she had infected them: ‘‘They became so 
self-conscious and smiled as I do," She has ceased to attend church and has avoided 
all social life because of the smiles, ‘‘I am terribly self-conscious and everybody stares 
at me. Some people avoid me because it bothers them so.’’ 

The patient was the youngest of four children born to parents in poor financial 
circumstances. She had some fears of the dark and was enuretic to 5 or 6 years of age. 
Her development was otherwise normal. She was always well behaved, studied hard in 
school, and was devoted to church work. She graduated from state teachers’ college and 
through summer courses and two years’ residence received a B.S. degree. The family had 
sacrificed heavily to assist her. 

On her graduation from teachers’ college in 1913 her mother noted that her facial 
expression was sad. She triad to smile and was pleased finally when a friend told her 
she had a pleasant face. 

She taught for 22 years. In 1920 she took a school at home, and since then lived 
and slept with her mother except for the years 1924 and 1925 when her mother stayed 
in Florida with the patient’s father. Her parents separated after that, the mother 
feeling bitter toward her father for no special reason known to the patient. After 
that time the patient supported her mother, lived with her, and devoted her time to her. 

The patient’s health record noted malaria each summer from 1913 through 1919; 
influenza each winter from 1920 through 1922. Following the last attack she spat up 
blood and was treated for tuberculosis. Her best weight was 133 pounds in college, but 
since 1920 it was about 120 pounds and before admission had dropped to 112-115 pounds. 

Little was known concerning the sex development. She gained some sex informa- 
tion as a child and there was a little sex play, but there never was masturbation or 
intereourse. She never had a date with a man. She stated that sex had always been a 
matter of indifference to her, but ‘‘in these last few years I don’t like to think about 
it, Thinking about it brings tears.'" Menstruation began at the age of 14 years and 
stopped at the age of 39 years (1929). There was never any difficulty with it, but she 
was ‘nervous and run-down’’ with the menopause. 

Her habits were exemplary; she used no alcohol, tobacco, or drugs. She felt nine 
hours in bed were necessary to her good health, although during the present illness 
early morning awakening was present. Her appetite was good, but for some years 
she had denied herself certain foods, as liver and oranges, because of their cost. 

During childhood she was quiet, obedient, mute, and awestruck with grown-ups. 
During college years she was more confident, had more fun, and was cheerful and jolly. 
She was never a leader but enjoyed society. In later years she took criticism too seri- 
ously, and she was her own worst critic. She was rigid, insecure, uneasy. Her interests 
were in school, church, and reading. She attended school sports and entertainments as 
a matter of duty. She had a fair sense of humor, and others deseribed her as ‘‘sweet.’’ 

The family history included a maternal aunt admitted to state hospital twice for 
unknown reasons, and the mother who eried and was depressed for six weeks in 1921, 
at about the age of 65 years. She had a good sense of humor and enjoyed life, but in 
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Case #7844 
Name: Miss N. 1. Ü. 


Mother depressed for 6 weeks at age 65; in last years turned bitterly against husband. 
Heneoiry: Maternal aunt twice in state hospital (diagnosis ?). 

Patient the youngest of four. 

One brother a vagrant. 

One sister vivid, and with marked mood swings. 

One brother steady, successful. 


YEAR: 


Biarnpay: July 15, 1890. 
1891 
1892 


Timid, quiet, awe struck witb 
grown-ups. 


1893 
1894 
1895 
1896 
Grade schpol. 


Hard workpr. 
Good s te 


Masturbated by 
1902 old man. 


Menses 
1904 established. 


Entered high school. 


Finished high school. 


1929 Never had 
date with man. 


More lively, had fun, friendly, 
but never & leader. 


Fig. 53.—Life chart of Case 7844. 
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Graduated 
teachers college. 


Noted as having sad facies. 
Tried to smile. 


Teaching. 


Living with mother and 
responsible for her care. 5 


In| college. 


Mother in Florida. 
Mother in florida, 


separated from husband 


Lijing with patient, 


"Run down, nervous" and "Tdaching 


treatment for this. 


Uncontrollable twinkle in eye. 


Twinkle joined by a smile. 
Treated for encephalitis. 


Uncoftrollable grin. 


Asked to stop teaching. 

Living about with relatives, sensitive, fearful 
of infecting them, depressed. 

To Henry Phipps Psychiatric Clinic. 


In ppivate sanitarium, 


Fig, 53 (Continued).—Life chart, Case 7844. 
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her last years became bitter toward her husband and was hard to live with. The father, 
aged 84 years, was vigorous, happy, sociable, easy-going, and overly optimistic. He was 
not careful with money and lost in poor investments money the patient advanced him. 
The patient’s oldest brother was a vagrant, twice married and divorced. The oldest 
sister was vivid, dynamic with marked swings of mood. The other brother is steady and 
hard working, the family mainstay. 

On admission she appeared rather stooped, sad, resigned. She averted her face, 
rarely looking directly at the examiner, She kept her hand pressed against the cheek, 
and cried frequently. Talking of her mother always brought on tremors of the mouth, 
tears, and choking. Except when trying to control her feelings, her talk was normal 
and relevant, and to the point. 

Mood was described as ‘‘fine, considering the circumstances. I have thoughts of 
wanting to escape. I would be too much of a coward to think of suicide.’? Early morn 
ing waking has been present during the illness, No content problems other than those 
noted in the history were revealed. The sensorium and intellectual resources were 
normal The patient spontaneously stated that her trouble to a large extent was du: 
to her self-consciousness, while insisting on the reality of the peculiar grin and th 
infectious quality toward others. 

Physically she was undernourished, of asthenie habitus, with rather stiff facies, sug 
gestive of the mask type, but there was good emotional play in appropriate circum- 
stances. The smile was one of resignation. The complexion was sallow and pale. There 
were coarse tremors of fingers and tongue. The movements were rather stiff, but there 
was no increased resistance to passive motion. Associated movements of the arms 
in walking were normal. The tendon reflexes were all slightly hyperactive. The neuro- 
logic consultant considered that she was not suffering from organic neurologie dis 
ease. The red blood count was 3.65 million, with a high corpuscular volume and a color 
index of one-plus. After 8 days of liver and vitamin feeding the count rose to 4.21 
million, and the corpuscular volume and color index were lowered. The cells were normal 
in size and shape and showed no stippling. Gastric analysis showed both free and com- 
bined hydrochloric acid after a test meal and an absence of lactic acid. There was no 
x-ray evidence of pulmonary tuberculosis. 

During her Clinie stay the patient appeared ‘‘sweet’’ to the others, quietly resigned, 
with no initiative and marked seclusiveness, She avoided looking squarely at the 
examiner and was depressed, but she slept well and appeared cheered to discover she 
had no organie neurologic disease. She gradually entered the ward life and had many 
friends among the patients. 

She agreed as to the importance of her self-consciousness in producing the distress 
over the ideas she entertained, and accepted with reserve any doubts about their 
authenticity. She related that questions of sex and even being in mixed company made 
her more aware of the difficulty. She related with sobs of being masturbated several 
times by an old man when she was about 12 years of age, the manipulation causing pain 
and bleeding. She always regretted not haying had the ‘‘gumption’’ to ery out or 
tell her mother about it. 

In spite of the promising beginning in the understanding of the complaints, she 
never was able to go further and always stuck to the reiteration of the symptoms 
and on the depressive feelings. She was a little more at ease with the group, but in 
her later weeks spoke of infecting the nurses and attendants with her grin. 

Аз the condition promised to be chronic, she accepted transfer to a private sanitarium 
nearby. She remains in the same condition at this time. 
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Comment.—The paranoid delusions concerning the grin and the in- 
fectious smile were marked by the fundamental assumption that the 
trouble lay within herself and that she was thereby influencing others 
adversely. They reacted to her handicap by paying undesirable atten- 
tion to her and making her all the more sensitive. Such a symptom is 
basically different from the usual paranoid system in which no respon- 
sibility whatever is admitted by the patient; the entire content is pro- 
jeeted to appear as allopsychic phenomena. In the case of this patient 
and in similar cases the depressive trend furnishes the first clue to the 
sensitive reaction, since depression rests on an autopsychie basis. 

The dynamics are not clear. Clues were furnished early in the patient’s 
stay, but treatment did not succeed in their better elucidation. These 
were: (1) the sex life—early masturbation experiences, avoidance of 
men, the menopause, and the direct influence of sex thoughts on the grin; 
(2) the mother-daughter relationship, since the reaction began with the 
heavy responsibility for the mother’s care; (3) the patient’s attitude 
toward her father, which never was well determined ; how much she was 
influenced to take sides in the parental bitterness ending in separation. 

Puritanism and sexual arousal no doubt clashed, and the patient was 
more influenced by her mother’s silence as regards sexual matters than 
by her example. 

The depressive attack and the latter bitterness (paranoid?) of the 
mother toward the father are to be noted in the heredity. The diagnosis 
of the maternal aunt’s psychoses remains unknown. 


Severe deafness acts as a predisposing factor in certain sensitive, proud 
individuals to produce uneasiness and paranoid projections. 


Case 7490.—Mrs. M. L., aged 34 years, separated, factory worker, was admitted to 
the Henry Phipps Psychiatrie Clinie on Jan. 21, 1936; discharged on May 25, 1936. 


The patient in a setting of marital unhappiness succumbed to practically disabling 
deafness with her only pregnancy. Suspicions of the mother-in-law deepened and 
spread to include others near her, with a feeling of not being wanted and of being 
talked about. Reactions of irritability and rage made her quit her job, leading then 
to increased social withdrawal and to increased suspicion and anger. 

A certain tendency to sexual adventuring before marriage was followed by sexual 
disharmony with her husband and, after the marital troubles had been multiplied, by 
obsessive sexual thoughts. 

Hospitalization did little to ameliorate her suspicions, sensitiveness, and anger 
until friends had combined to finance the purchase of an effective inconspicuous hear- 
ing aid. She then became much more at ease, felt there were friends still, and left 
hospital in good mood with plans for her rehabilitation. The obsessive sexual 
thoughts were reduced by free ventilation with the physician. 
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The patient сате to the Clinic on Jan. 21, 1936, because of persistent suspicions an: 
of obsessive sexual thoughts, which disturbed her to the degree that she felt life wa 
not worth living and unless she could overcome them she did not want to ‘‘go on”? 


The suspiciousness arose shortly after her marriage at the age of 26 years in July, 
1927. The mother-in-law, a domineering woman who had kept her son dependent 
on her, regarded the patient as unfit for him because of her partial deafness and hei 
family’s low financial standing. The patient was made to feel she was not wanted 
This condition was partially overcome when the young people moved to another city. 
In April 1929, the patient became pregnant, and the mother-in-law on discovering i! 
demanded an abortion be performed. The patient came to Baltimore to consult 1 
physician who advised against it. A lawyer told her she had no ground for complaint 
against her husband and should return to him. In the latter months of pregnancy 
the deafness progressed rapidly, and after delivery she was unable to carry on : 
conversation. 

A week after leaving hospital, while paying the ice man, she noticed a peculio 
tingling sensation in the pelvis, genitals, and thighs. She was forced to think of his 
body and felt herself becoming weak. The experience terrified her, and she tried io 
forget it, but a few days later it recurred when she looked at the colored maid. "Ther: 
was no desire to do anything about it, nor did it seem to be directed to any specin 
person; the experience was most upsetting when it occurred in relation to her own chi 

When the child was a month old, her husband left her, and she heard nothing 
him in eighteen months. His parents assisted her financially, and at times she work! 
when she was able and could find someone to care for the child. 

In August, 1931, she learned her husband was critically ill, located him, took him 
to her apartment, and in the next six months nursed him back to health. In July, 1927. 
her mother-in-law became more overbearing, and her husband would not support her; 
therefore she left with the child and eame to Baltimore. She was in poor physici 
condition, her weight having dropped in the preceding year from 107 pounds to "5 
pounds. She was very discouraged. Her father-in-law agreed to pay her expenses, and 
in the summer she regained her spirits and weight. 

With the improvement in her general health the obsessive sexual thoughts were less 
bothersome, but she developed the idea her sister did not want her about, and she 
thought the sister was talking about her behind her back. She left her sister’s and 
took an apartment. She met some friends, but with these contacts the sexual thoughts 
recurred, and she was forced by embarrassment to discontinue them. She took to 
Christian Science with some relief. 

In January, 1934, she was forced by the discontinuance of financial help from 
her father-in-law to go to work, She was given a special job which did not demand 
hearing, She disliked the work, felt the other girls did not like her and were talking 
about her, and that the boss discriminated against her. Her sister who also worked 
there was continually having to smooth over troubled situations. At this time the 
patient concluded the obsessive sex thoughts were due to her unsatisfactory sexual life 
during marriage, She deliberately had frequent intercourse with a male friend, but 
this seemed only to intensify the thoughts. 

In October, 1935, she became agitated when asked to do an extra job and quit 
in a rage She went to the boarding house where her child was living, to find another 
girl also there. This angered her, and she wrote the boarding mother threatening 
letters, accusing her of mistreating the child because of an alleged hatred she had 
for the patient herself, After some exchange of notes she became repentant and 
accepted all the blame, She withdrew socially, and shut herself up in her room for 
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days at & time, She became sad and felt no one wanted her about since she was no 
longer able to work. She cried a great deal. She was persuaded to come to the 
Olinie to find some hearing aid and to get help for her social antagonisms. Only 
later did she diselose the matter of the sexual preoccupations. 

Her birth and early development were normal. When she was 3 years of age her 
father deserted the family of one boy and three girls. The mother kept the family 
together by dressmaking. In childhood her health was good. In school she did well 
or poorly, depending on how well she liked the teacher. At about the age of 13 years she 
was noted to be slightly deaf and was given a front row seat. She was so sensitive 
about it that she quit school the next year. At 15 years of age she had not yet 
started to menstruate and was taken to a physieian who discovered a cardiae enlarge- 
ment and murmur. The restriction in outdoor activity he advised only increased her 
sensitivity. 

At the age of 16 years she began working in a downtown department store, and the 
financial security did much to inerease her social ease. She had to give up work 
between the ages of 22 and 25 years because of the cardiac condition. She worked 
another year then before her marriage. She always liked to work, and her record 
was good. 

She first learned about sex at the age of 10 years by chancing on a couple 
having sex relations, She was sensitive about this. She learned about masturbation 
but never practiced it because she considered it bad, At the age of 21 years she 
had sex relations frequently with a man to whom she was engaged. During married 
life she was much more passionate than her husband, who was cold by comparison 
with her previous lover, After her separation there was one other period with active 
sex relations, 

Her father was a musician, temperamental, and tight-lipped but not suspicious. He 
deserted his family and disappeared. The mother was always hard working and at 
65 was senile. In the maternal line were two hereditary tendencies: red hair and 
deafness, The maternal grandfather was red-haired, as were the mother, a sister, 
and the patient. The maternal great grandmother, the maternal grandmother, and 
two of her siblings, the mother, the patient, and her red-haired sister were all deaf. 

In the Clinie she was quite tense. She tried to read lips, but with the effort she 
was palpably upset, with flushed face, sweating palms and face, and jerky movements. 
This all interfered with her concentration at the task. Hearing tests showed com- 
plete deafness in the right ear, and 75 per cent reduction in the left ear, so that 
only the most powerful amplifier would help. She was lent an instrument by the 
Society for the Hard of Hearing, but it was cumbersome and conspicuous, and she 
was very sensitive about using it. The mood was depressed, and she was haunted 
and tormented by the sexual thoughts. She misinterpreted occasional short snatches 
of conversation she heard as derogatory references to herself, but she later said these 
were only interpretations of her own thoughts. She also explained the feeling that 
people did not like to talk to her because of her deafness. This was certainly true. 
She discovered that when she discussed freely her sexual thoughts in regard to a certain 
person, they did not recur in relation to him, This gave her a certain feeling of con- 
fidence in her ability eventually tg deal with the problem. 

Physical examination disclosed an enlarged heart, with a mitral systolic murmur, 
and a low cardiac reserve. 

Throughout the hospital stay, in spite of a superficially friendly manner, she re- 
mained aloof, felt discriminated against and shunned by the other patients. She 
seldom used the hearing aid. She finally thought the other patients accused her of 
stealing and wrote an angry accusing letter to a friend. 
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Because of the wretched social situation, in which there seemed no place for he: 
to go, she was transferred to state hospital. There, through the generosity of friends, 
she was fitted with the latest hearing device, an inconspicuous affair which also proved 
eminently satisfactory in its aid to her deafness. She became quite friendly, a valuable 
and interested library worker, and was discharged much improved, and with some 
plans for self-support. 


Comment.—The role of deafness as a preponderant factor in this young 
woman’s sensitive, suspicious reaction cannot be doubted. It led to her 
giving up school, in part to the estrangement with her husband, to her 
work difficulty, and her social sensitiveness. Yet no other paranoid reac- 
tion was noted in the family, although there were numerous instances 
of deafness. The patient’s own constitutional make-up was early defined 
as all-or-none in her reaction to school, which then was played on by 
her hearing handicap. While the cardiace condition made her sensitive 
because of the restrictions to activity it imposed, she tn no wise became 
paranoid over it. Throughout there were considerable, if uneven, 1!) 
sight and a depressive feeling of her own responsibility for her woes. 


The obsessive sexual thoughts, which were most troublesome to her, 
were relieved by assuming full responsibility for them in open discussion 
and in planning for her new life. 


The ease represents a sensitive paranoid reaetion in large measure 
reactive to her deafness. 


Chronic alcoholism is not infrequently associated with a paranoid jeal- 
ousy reaction. In some cases the basis for the jealousy is to be found in 
sexual impotency directly associated with alcoholism or through the re- 
lease of homosexual factors through alcoholism. 


Case 3191.—Mr. R. C. W., aged 29 years, divorced, salesman, Episcopalian, was 
admitted to the Henry Phipps Psychiatrie Clinie June 29, 1921; discharged Dec. 30, 
1921. 


A heavy consumer of alcoholic drinks, he made his first impulsive marriage when 
drunk, and it ended in disillusion and divorce. There followed more drinking and 
panic over the threat from his father-in-law. More entanglement, always with liquor, 
brought the paranoid delusion of being persecuted by an angry vindictive husband. 
There followed more drinking and a long panicky hallucinatory delirium, terminated 
gradually with hospitalization of ten months’ duration, He has eschewed alcohol for 
years and has been happily married and has had one child. 

In his carousing period he never cared for the women, was often seduced, suffered 
from ejaculatio praecox, and had a number of homosexual experiences. 

The paternal grandfather was paranoid in his last fifteen years; a sister years 
later has nursed a grievance and has been suspicious against her husband and her 
lawyers, with alternating push of activity and agitated depression now for four years 
and is still not well, 
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The patient complained of fear attacks with hallucinations. The patient had been 
a heavy drinker of whiskey from 1912 to his marriage in 1914. He was drunk when 
the marriage was ‘‘framed.’’ Не discovered that his wife had had a gonorrheal 
infection before marriage. This disillusioned him, and he left her after two months. 
In the ensuing trouble the father-in-law threatened the patient, who left the country 
in 1915 in a panic, with the railway compartment blinds drawn and door bolted. He 
feared strangers were in league with the father-in-law. Beginning in 1916, when his 
wife secured a divorce, he drank and earoused nightly with many women. Following 
success in business and the army, he returned home. He became entangled through 
drink with & married woman and was fearful lest the husband force him to marry her. 
He fled the country again, followed by the woman, who infected him with gonorrhea. 
All the time he was drinking heavily. He returned home, but all during the year 
1920 his suspicions of the woman's husband grew. One summer night he thought his 
persecutor was lying in wait for him in the garage as he put up the ear. Again, on 
meeting an old friend, a woman, and five men at a roadhouse, he felt they were em- 
ployed by his perseeutor, and he drove hurriedly away in a panic, down side roads, 
doubling back, and finally parked his саг in a publie garage and slept in the woods. 

In September, 1920, he fell in love; the woman's father frightened him when he 
said, **I want to look up your record.’? Later in the month while on a gay party 
iu a new town to which he had moved to avoid his persecutor, a fellow diner showed 
him his business card, announcing himself as the head of the local branch of a famous 
detective agency. He went into wild panic, which progressed until by January, 1921, 
he could not leave the house. By then, the woman’s husband and the father of the 
girl he wanted to marry were allies in an attempt to torture him and to ruin his 
mind, During January and February on looking out the windows he had visual hallu- 
cinations of five lights in nearby houses. Sometimes one would go out, another go on, 
and he was sure these were the lights of the watchers. He left his bed and lay on a 
coueh which became а coffin and burst into flames to his great consternation; he was 
wafted to Mars feeling the ether breeze fanning his face. On Mars voices said, 
''That/s a queer looking object.’’ Again he was on Saturn and saw smoke rising 
about the planet. He heard queer animals and saw queer people. Again the cot 
became a submarine and took him under the sea. He dashed through Cuba and 
Bermuda, then the submarine cut straight through the earth to Japan and China, 
Voices said, ««Get ready the invisible Japanese torture dragons.’’ The Chinese were 
in league with his arch enemy. 

His enemy had rigged up a wireless telephone, and constantly played over it the 
sound of a train going round a curve. He imitated voices, as his mother’s, saying, 
“You son of a bitch." When he looked at an object, the voice called out its name. 
His head would be cut off and into three heads, or he would be disembowelled, or 
castrated at the voice’s command. Fire burnt his legs and slowly cremated him. He 
was in hell, and the automobile even had horns. 

These and many other hallucinations persisted to March, 1921. Since then there 
have been none, but his fear of the persecution persists. During four months’ hos- 
pitalization before admission to the Clinic, he was constantly panicky. On the way 
to the Clinic he thought the persecutor was on the train, had followed him to Baltimore, 
and was lying in wait outside the Clinie with a large army of hirelings and detectives. 

His birth and early development were normal. At the age of 24 he had a strep- 
tococeus infection with a panicky delirium lasting one and one-half months. Не was 
always bullied by his older brothers and grew to be a timid, easily frightened child, 
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and only lately had he overcome this condition. He graduated from high school anc 
business college. Не was а good worker and made money but always lost it “tearing 
around.’’? His war record was good. 

He masturbated a few times as a boy and again at about age 20 years. Inter 
course with prostitutes began at the age of 18 years and continued until he was >! 
years old, when he stopped till after his marriage. 

Since his marriage he had caroused а great deal, but he never cared for most of 
these women. He was troubled with premature ejaculation. He then had severi! 
homosexual relations, the details of which were lacking. 

In the family, the paternal grandfather was paranoid from the age of 55 until his 
death at 70 years. It was not determined if he was alcoholic. He thought Negroes 
were after him. The mother was ‘‘nervous.’’ One sister 14 years after the patient's 
admission to the Henry Phipps Psychiatrie Clinie was treated at the Johns Hopkins Hos 
pital for a paranoid reaction with much push of activity, incident to her husband's 
divorce suit, which she felt was an injustice to her. Three*years later she returned in «n 
agitated depression and with the same paranoid ideas, although the divorce had long 
been settled. She was hospitalized in a private hospital for mental diseases, later bei 
transferred to the care of a physician nearer home, still ill (1939). 


The patient on admission was affable and cooperative, eager to talk about his illness 
He was reluctant to have the data recorded. The sensorium was good. The mo»! 
statement was: ‘‘Scared to death and blue.'? There were no hallucinations, and he 
realized many but not all of his psychiatrie experiences had been unreal. Не still fel 
the perseeutors were after him. The intelleetual resources were good. 

The physieal examination showed overactive knee and ankle jerks, a slightly w: ak 
grip on the right, sparse body hair, and transverse pubic crines. 

During his stay in the Clinie his fears gradually quieted, with some fluctuations. 
He suspected other patients and attendants, then mastered the suspicions. When he was 
homesick, he was depressed. He gradually enlarged his field of activity as his con- 
fidence returned. He finally left the Clinie on Dec. 30, 1921, having made а satis- 
factory disposition of the delusions, reestablished himself with his family, and deter- 
mined to leave alcohol and women alone. 

In 1922 he married his nurse and since then has been successful and has never 
drunk any liquor until recently when he feels he has been forced to moderately by 
his business and social successes. As yet it has caused him no trouble. He is devoted 
to his wife and their 15-year-old daughter. The wife considers the marriage a happy 
one. 


Comment.—Paranoid suspicions and fears loom prominently in the pa- 
tient and two other relatives. In his ease they were clearly related to 
the entanglements of the sex life consequent to alcohol and then more 
aleohol to blot out their unpleasantness. Partial impotence and homo- 
sexual tendencies were features of this period. 

By contrast, since the acute delirious episode from alcohol and panic, 
he has been sober, successful, married happily, and he has had one child. 
Aleohol and promiscuity loom as the important precipitating factors in 
a personality predisposed to paranoid tendencies. 
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The hereditary faetors in paranoia and paranoid conditions are not 
clear, Lange states that schizophrenic reactions are most often noted in 
the families of paranoie patients. 

Paranoid reactions of a less sweeping sort are noted very commonly 
in connection with organic deficit reactions, delirious reactions, panics, 
depressions, and elations. The rather rare cases of chronic manic excite- 
ment are usually accompanied by a paranoid development. 

‘The onset is generally insidious in the sense of psychobiological prep- 
aration for the reaetion, but events may move rapidly when the dominant 
idea is born. Despite Kraepelin's view, the paranoie need not remain 
paranoie, but honesty forces the admission that recovery in an established 
ense is most rare. 


CHAPTER X 


PARA-REACTIONS (CONTINUED) 


IL PARERGASIC REACTIONS—SCHIZOPHRENIA, 
DEMENTIA PRAECOX 
(Para—Twisted, Bizarre) 

Under this heading are grouped a number of heterogeneous reactions 
haying in common the prominence of content disorders of a peculiar, 
bizarre sort for the most part alien to mature waking experience. The 
content material is of a delusional, hallucinatory sort or is expressed as 
change in the postural model of the body, or as depersonalization, or in 
the general motility, essentially oriented in an allopsyehie fashion. 

The outstanding elinieal features with whieh the student must be fa- 
miliar are: 

1. Disorders in rapport from (a) preoceupation leading to autistic with- 
drawal from social relations; as (b) confusion or disorder of grasp from 
the failure to distinguish between reality and fancy; as (е) stupor or as 
(d) panie; or as ineidental to (e) ehanges in the emotional life and (f) 
the thinking processes. 

2. Disorder in the Thinking Processes and Talk.—The talk when in- 
volved shows stiltedness, vagueness, blocking, seattering, peeuliar abuse 
of metaphorical expression by an unexpected return to the concrete basie 
meaning, neologisms, **word salad." All these disorders are the expres- 
sion of thinking disorders which in any ease may be absent, or may be 
present in profound degree. 

Norman Cameron! deseribes three fundamental types of thinking dis- 
orders in this reaetion, all arising as disorganization produets of mature 
thinking : 

(1) Asyndesis, with ‘‘their outstanding characteristic . . . that of a 
paucity of functional connecting links which if present would bind to- 
gether some of the elements that are evidently ‘felt’ to belong together. 
Indeed, they usually are related to the problem and to each other; they 
are not simply random terms, but represent unorganized relatedness— 
a collection of fragments that cannot be welded into a whole. . . . Its 
loose structure permits the presence at the same time of potentially 
contradictory elements. This is possible simply because the actual con- 
tradietion which would arise in the process of the functional organization 
of concept-formation does not come to pass. A false equilibrium results 
which then no longer requires the elimination of one term simply because 
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it is not brought explicitly into relation with its opponent. The result 
is incongruity and ambivalence.’” 

(2) Metonymy, in which “‘the divergence from the normal (wording 
or naming) is already very marked, In place of a correct term the .. . 
patient offers a poor approximation, usually without becoming in the 
least disturbed if his listener is unable to grasp his meaning. Like the 
child he may be quite unable to place himself in the place of his hearer; 
and usually he recognizes no need to do so, He shares with the child 
an easy satisfaction with totally inadequate verbal productions, which 
he may then proceed to amend with a statement which often conveys to 
the hearer less than the original exposition, But these metonymie forms 

. satisfied the patients completely; it was the experimenter who was 
confused, and not the subject. Some of them were considerate enough 
to elaborate here and there, adding incidentally to the unclearness ; others 
did not conceal their contempt or anger at the experimenter’s inadequate 
grasp. Reasoning expressed in this way and with this attitude can fairly 
be termed asoeial in proportion as it becomes relatively uncommunicable.’” 

(3) Interpenetration, in which “‘reasoning has reached a stage (of dis- 
organization) where new material may enter only if it submit to being 
broken up and given a place here and there in the more compelling stream 
of asocial preoceupation. Asocial fantasy has at last become sufficiently 
dominant to resist subordination to an intruding problem and succeeds 
in fragmenting it, while partially assimilating it to the prevailing system 
of preoccupation. The real can no longer displace the fanciful; every- 
ihing introduced must be related to whatever is present. Objeetivation 
becomes lost and each thing must be explained by such a process of 
assimilating it to the all-absorbing dream life in force at the time, In 
this way external problems, subjected to the criteria of imagination, 
come out like a dream. 

“From the standpoint of social communication and its disorganization 

.it ean be said that in asyndesis the patient finds it inconvenient to 
put himself in another’s place; in metonymie thinking he does not feel 
it is necessary ; and in interpenetration he is no longer able to effect it.” 

With the Hausmann concentration battery, the common findings when 
thinking disorders are present are as follows: 

(a) Failure to detect the absurdities, even when urged to look for 
them; or picking fault with sentence construction or other unimportant 
detail. 

(b) Satisfactory performance on the symbol marking and Army Alpha 
tests, indicating good attention and concentration. 

The test picks out the failure to exclude paradox, as a defect in the 
reasoning. The defects revealed by the test probably belong to the 
asyndesis of Cameron. 
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Vigotsky? has stressed the disorder in the use of metaphor, using tlic 
eonerete sense where common usage refers to the abstract sense. This 
may be tested with the metaphors and proverbs (see Part I). The tesi 
also brings out metonymic approximations as well as the peculiar abuse 
of metaphor. 

Muneie? has shown that the abuse of metaphor in the spontaneous 
speech bears all the earmarks of intimate reference to the personal dy- 
namie problems of the case. 

Storch,* von Domarus,* and others have noted the resort to primitive 
and archaic forms of thinking, with reliance on magie rather than logical, 
causal processes, 

As Cameron points out, the disorganized language is similar to, but 
is not identical with, that of children, so that the popular term “regres- 
sion’ applied to the process must be used with a certain reserve. There 
is a vast gulf separating the unorganized language of children and the 
disorganized language of the parergasic patient, although the similarities 
assist in the illumination of the issues, 

Kasanin and Hanfmann? have shown with the Vigotsky block test that 
concept formation in this reaction is defective. 

Gantt? has found the ability to form conditioned responses unimpaired 
in all but cases of long-standing deterioration and those with confusion. 


3. Disorders in the Affects.—A peculiar affective change is almost al- 
ways present. This varies from the lack of wholehearted sympathetic 
attention normally expected in conversation, with the appearance of 
abstraction, division of interest, and shallowness, to affect congruous with 
the patient’s peculiar content which cannot be shared by the observer 
or to actual affective incongruity with the content of the moment. The 
lack of emotional warmth, a dulling or shallowness are the early telltale 
features. 


4. Disorders in Content.—These furnish the dramatic elements of most 
cases with the appearance of bizarre delusions of person or of body 
change, of outside influence as paranoid projections of all sorts, and of 
submissive or passivity reaction. Throughout, the content has an ultra- 
personal quality with ineongruities so that the peculiar unnaturalness of 
the experience is apparent. These two qualities, singly or in combina- 
tion, furnish the distinguishing differential criteria for the somewhat 
similar phenomena found in other reactions: affective, delirious, or or- 
ganic deficit states. The incongruity may or may not be paralleled by 
formal thinking disorder as noted above. This will be referred to in 
connection with the case reports to follow. 
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Much attention has been paid in the past to the formal aspects of hallu- 
cinations, for example, to the completeness of the projection, laterality, 
color, movement, presence of actual physical damage to the organ con- 
cerned, ete. Transition phenomena from thoughts or preoccupations to 
hallucinations are the so-called psychic hallucinations of Baillarger, in 
which the ‘‘location’’ is within the body, the head, tongue, chest, ete.* 
Of considerable interest are the kinesthetie and vestibular hallucinations. 
The former, eonsisting of peculiar feelings of body transformation, have 
been experimentally produced by Angyal. Why they occur spontane- 
ously in this reaction is the important question. Schildert made much of 
the vestibular phenomena, hallucinations of floating, of rotation of self, or 
of external objects. He also noted other phenomena pointing to vestibular 
dystunction, as in the exaggeration of the Magnus-de Kleijn reflexes. 
What this all means is not clear. 

Where auditory hallucinations occur in relation to organically produced 
tinnitus, or visual hallucinations with cataract, for example, the most 
ready and reasonable view is the functional use of a point of least re- 
sistance in the service of the personality. 

Modern interest in hallucinations has been focussed on the dynamic 
aspects. This may be summarized as follows: Hallucinations are imagi- 
nary sensory corroborations of ‘‘central’’ thought processes: delusions 
expressing fears, wishes or other affectively or instinetually charged 
tendencies. When a young saxophone player hears the voice of Paul 
Whiteman inviting him to join his orchestra, is it to be wondered at 
that he cannot be urged longer to practice? He has obtained his desires 
without effort. 

It will be seen that the fancy of the parergasie patient frees itself of 
the restrictions imposed by reality for the observance of time and space 
rélationships, identity, and physical causality in much the same way that 
is the rule in dreams. In fact, dreams are the prototype of hallucinations 
among normal subjects. Jung expressed this when he likened the reae- 
tion to living out dreams in the waking state. 

This is all simply corroborative of the essential features to be noted 
in the thought and language of parergasie patients. The turning inward, 
or autism, effects a progressive freedom from the conventions of social 
intercourse with its demands for logieality and adherence to accepted 
form. Storch’s, von Domarus’, Vigotsky’s, Cameron’s, and Muncie’s 
findings are all simply varieties of autistic degradation of mature social- 
ized thought. 

*These have been exhaustively dealt with by Henri Ey: Hallucinations et délire; les 


formes hallucinatoires de l'automatisme verbal, Paris, 1934, F. Alcan. 


fAmong the many contributions by P. Schilder, see: Brain and Personality, Nervous 


and Mental Disease Monograp 
Disease Publishing Company. 


hs, Vol. 53, Washington, D. C., 1931, Nervous and Mental] 
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5. Disorders in the motility are shown in simple apathy and loss of 
initiative and interest, stupor, wild excitement without elation, stilted 
posturing, grimacing, stereotyped movements, catalepsy, waxy flexibility, 
negativistic reactions, echopraxia and echolallia, positive or negative 
automatic suggestibility, and ambitendeney as an expression of ambiv- 
alenee. In any ease the motility appears actively expressive of submissive 
tendencies, or of certain affective ideational content or as a degradation 
product of such, in which the patient’s final recognition and memory of 
the meaning of the performance may be defective. 

6. Disorders in the Intellectual Assets.—Failure in test situations is 
common, but the interpretation of the failure is not easily made. The 
most common eause for the failure is lack of rapport and of attention 
from autistie preoceupation. At another time the patient may do well 
on the same tests. In old eases a certain deterioration of the assets may 
be granted, but even then the deterioration appears to be largely due 
to a fixation in the preoccupation, lack of interest in external reality, 
and lack of use of old assets. The end result may be a profound loss of 
the utilization of the assets, for all practical purposes indistinguishahle 
from the aetual loss of the assets themselves. 

7. Physiological changes may be present or absent. Vasomotor instabil- 
ity, eyanosis, and edema of the extremities, oily facies, excessive salivary 
flow, muscle tonus changes with alterations in the chronaxie relationships 
_between extensor and flexor groups, unequal pupils, fainting attacks, and 
menstrual irregularities are some of the more common findings. The 
signs suggesting organic neurologic disorder prove so inconstant, fleeting, 
or paradoxical as to rule out any of the known systematically organized 
neurologie disorders. 

Recent studies by Angyal, Freeman, and Hoskins’? point to a reduced 
physiologie responsiveness to metabolic stimulants, as thyroid and adren- 
alin; reduced nystagmus on rotation and on calorie stimulation; and re- 
duced changes in skin resistance in response to a preparatory stimulus. 
The authors suggest that such diverse physiologic reactions all in the 
direction of reduction of response may give a more far-reaching psycho- 
biological meaning to the term **withdrawal," used to deseribe the mental 
reactions of schizophrenics. 

Gellhorn, Feldman, and Allen" show that normals and schizophrenics 
when not excited have the same amount of insulin in the blood, but that 
the excited schizophrenic has an excessive amount of insulin in the blood. 
This is in line with the vagotonie symptoms long noted in this condition. 

Kretschmer pointed to the predominance of the asthenie dysplastic habitus 
in this reaction and the relative rarity of the pyknie habitus, the reverse of 
the situation in the manic-depressive grouping. An endocrine basis for the 
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dysplastic features is certain, but the exact weight to give to this is un- 
known. At least specific hormonal therapy seems surprisingly of little 
use. 

Recent work with the electroencephalogram has revealed some abnor- 
malities in the brain-wave pattern in cases of parergasia. Some have 
found similarities with the pattern deformation in epilepsy, and on this 
basis have looked for identity of the reaetions? In the light of present 
knowledge all this can point to is further illumination on the constitu- 
tional problem as a basic dysrhythmia. 

The prevalence of tuberculosis in the group (as opposed to metabolic 
disorders in the manic-depressive group) has also been stressed, with 
certain French authors willing to refer to the reaction as ‘‘metatuber- 
culosis,’? by analogy with general paresis as ‘‘metasyphilis.’’ Caution 
rejeets such an easy interpretation of the facts. Tuberculosis proves to 
be the cause of death in many institutionalized. cases, but common experi- 
ence would list as outstanding factors the difficulties incident to main- 
taining a healthy regimen among such an uncooperative group, not to 
mention the notorious and widespread lack of facilities in publie hos- 
pitals for mental diseases. A similar fate has met efforts to link the 
reaction with other infectious and autotoxie factors. 

The reaction occurs most commonly in young people at adolescence, 
or in the late teens, twenties, and thirties, less commonly in the forties 
and later, and rarely in children. 


The outstanding factors are: 

1. A constitutional predisposition summed up as the egotropie person- 
ality, with a concern over what others think. 

The hereditary factors are not clear. In general, there is a predomi- 
nance of similar reactions in the collateral branches of the family (aunts, 
uncles, cousins). The direct parent-child relationship is rather rare. 
E. Kahn suggested that two faetors were at work: a direct one respon- 
sible for a schizoid psychopathic tendency, and a recessive one respon- 
sible for the tendeney to deterioration. Rüdin's group ineriminate a 
recessive hereditary tendeney, most likely the result of two faetors. They 
give the following data obtained by the method of ‘empirical heredity 
prognosis’’: 


Where one parent is schizophrenic (essentially parergasic) : 


9.1 per cent of the children are expected to be schizophrenic 
17.6 per cent of the children are expected to be schizoid psychopathic 
22.6 per cent of the children are expected to be otherwise abnormal 


49.3 per cent total abnormal 
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Where both parents are schizophrenic : 
53 per cent of the children are expected to be schizophrenic R 
29 per cent of the children are expected to be schizoid psychopathic 


82 per cent total abnormal 


Of the siblings of schizophrenic patients, 
7.50 per cent are expected to be schizophrenic 
9.66 per cent are expected to be schizoid psychopathic 
16.30 per cent are expected to be otherwise abnormal 


oe 


33.40 per cent total abnormal 
Of the grandchildren of schizophrenics, 
2.42 per cent are expected to be schizophrenic 


4.65 per cent are expected to be schizoid psychopathic 
27.00 per cent are expected to be otherwise abnormal 


34.00 per cent total abnormal 


These figures are to be compared with the cross-section expectancy of 
0.85 per cent schizophrenic. 

Kallman?? studied the hereditary and environmental factors in the 
velopment and outcome of schizophrenia on 1,382 twins. These 691 twin 
families included 2,741 full siblings, 134 half-siblings, 74 step-siblinas, 
1,191 parents, and 254 marriage partners of the twin patient. The mor- 
bidity rates were: 


1.8 per cent for step-siblings 
2.1 per cent for marriage partners 
7.0 per cent for half-siblings 
9.2 per cent for parents 
14.3 per cent for full siblings 
14.7 per cent for dizygotic twins 
85.8 per cent for monozygotic twins 


In other words the closer the blood relationship to a schizophrenic case, 
the greater the chance of developing schizophrenia. The differences could 
not be explained by increasing similarity in environment. 

He concludes that the predisposition to schizophrenia rests on the pres- 
ence of a specific genetic factor, probably recessive and autosomal in char- 
acter. He carefully points out that this does not invalidate known psy- 
chological facts, nor does it mean that schizophrenia cannot be prevented 
or cured. 

The constitutional description should stress again the prevalence of the 
asthenie body type and the dysplastic features. Lange states that the 
pyknie habitus is infrequent in the reaction and makes for a better outcome. 
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The description of the prepsychotie personalities in cases of parergasia 
bristle with such terms as: 

a. Asocial, withdrawn, wanting friends but unable to make them, aloof, 
daydreamy, dependent on parents. 

b. Emotionally cold, unsympathetie, varying from apathetie to irritable 
and explosive, haughty and aggressive, or timid and submissive. 

e. Intellectual, living an active inner life, interested in mathematics, 
philosophy, religion, and other abstractions. 

d. Sexually cold or uninterested, with autoerotic play, with or without 
erotic fancies. 

This has all been summed up by Hoch as the ‘‘shut-in’’ personality, 
by Kretseumer as the schizoid, and by A. Meyer as the egotropie person- 
ality. That it occurs as a fréquent precursor to the parergasie reaction 
is certain. This combination of traits is at times found also in the siblings 
or other relatives of parergasie patients. The description is not complete. 
To be further stressed are a certain immaturity of outlook, with vague 
strivings, poorly recognized urges, and immaturity of thinking in spite 
of good formal intellectual development, a stilted pedantic formalism 
which carries no spontaneity with it. 

The reaction occurs, however, in people with no such marked person- 
ality bias, in people who have appeared essentially normal. This state- 
ment is open to the reasonable criticism that retrospective personality 
description is very difficult, and many aspects of the personal functioning 
can be only poorly known. 

The Rorschach test in this reaction shows a high percentage of whole 
and of movement answers and a paucity of details and of color answers, 
with evident looseness in concept formation and special content features. 

2. Precipitating factors depend somewhat on the age period at onset. 
For the bulk of the reactions, those occurring in adolescence and early 
adult life, the problems are those peculiar to emancipation and the find- 
ing of personal ideals which are at the same time reasonably workable. 
This includes specifically the problems of sex, religion, ethics and phi- 
losophy, ambitions and life goals, and the handling suggests a hollow 
performance, with the form but not the substance of actual achievement. 
For those reactions of adult life, the main precipitating factors are the 
marital adjustment, the problem of homosexuality, the competitive situa- 
tion in the struggle for existence. For the late reactions of the involu- 
tional period, real or fancied loss of sexual appeal in the female is an 
important factor. 

The reaction may be precipitated in any age period by febrile illness 
with delirium or by other severe physiological upset. Any situation in 
which panie develops must be regarded as favorable to such further 
development in predisposed individuals. At times, especially in adoles- 
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сепсе, the reaction comes without obvious precipitating factors in a man- 
ner strongly to suggest a fundamental incapacity for mature developmen 
in the essential personality functions: affective, conative, and cognitive. 

Various clinical types have been described, traditionally in the Kraepe- 
linian school, the simple dementing, the hebephrenic, the paranoid and 
the catatonic. There is considerable justification for the division since 
each has certain more or less distinguishing features in age, precipitating 
factors, symptoms, course, and outcome. Hard and fast distinctions may 
not be drawn as yet, for various syndromes may occur as successive stages 
їп the same patient, Terry and Rennie from the case material of the 
Henry Phipps Psychiatrie Clinie described the following types: 

(1) Paranoid type; (2) hypochondriacal complaining; (3) religious 
conversion reaction ; (4) passivity reaction with (a) rituals and passivity, 
and (b) stupor; (5) deliroid reaetion; (6) affective reaction, (a) circular, 
(b) in setting of poor intellectual endowment, (е) with depressive ог 
elated onset; (7) defeatist reaction, with (a) daydreaming, (b) emptiness 
and vagueness, (c) with childlike deterioration. 

The author prefers a simple classification not unlike those above, based 
on the functions most involved, which can be correlated to some extent 
with age of incidence, course, and outcome: 

Types with 

1. Scattered, or vague thinking, and empty dilapidation of the habits 
(‘‘simple and hebephrenie""). 

2, Dramatic submission and passivity, with automatic and contradic- 
tory motility phenomena and a wealth of implicit content material 
(‘‘eatatonic’’). 

3. Paranoid development. 

4. Affective or pseudoaffeetive features, but with contradictions and 
lacking the organization of the behavior on set affective lines as in the 
thymergasie reactions. 

Б. Confusion and delirium-like features. 

6, Psychoneurotic manifestations as the early precursors and the preva- 
lent overt content—obsessive, hypochondriacal, neurasthenie, or anxious. 
The hysterical should also be included, but these types generally tend 
to develop into type 2 above. 

These **types? are ih no wise hard and fast delineations since they may 
oeeur in combination and in any one case may be only descriptive of 
various phases or episodes in the illness. Yet examples are not lacking 
to show the clinical significance of each syndrome in its own right. 

The course of the parergasic reaction may be progressively downward, 
leading eventually to a dilapidation of the overt behavior and deteriora- 
tion of the intellectual and emotional assets; or transient and episodic 
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with or without permanent residuals. It tends to become fixed and 
chronic, and it is this feature which is responsible for the preponderance 
of such eases in the chronic hospital population. 

Actual work with the parergasie reaction has led to the practical divi- 
sion into the acute or active phases and the chronic or inactive phases. 
In the latter is included the concept of deterioration. It must be stated 
that such a view of the case has a certain justification in the practicalities 
of management, but it is perhaps as much an indication of the shortcom- 
ings of medical treatment as of any intrinsic qualitative differences be- 
tween the phases. The chronic phase would appear to owe its special 
difficulties to the increasing weight of the habits formed in the acute 
phase: emotional habits, habits of thinking, management of the instinct- 
ual urges. 

In general, the prognosis may be said to be hazardous, more so in the 
scattered dilapidations, less in paranoid, and less still in the dramatic 
passivity types. The pseudoaffective types appear to have a good prog- 
nosis the more closely the reaction approaches to the true affective reac- 
tion. The confusional types eventually are likely to develop into the 
scattered dilapidations. The varieties with psyehoneurotie complaints 
often reach stationary levels within the paranoid, passive, or other types. 

Interest in the reaction was first aroused by the end stage of deteriora- 
tion, and, while this must always remain as a practical point of interest, 
the best view of the reaction as a dynamic experience will be obtained 
by serutiny of the precursors to, and the early phases of, the illness. 
A. Meyer makes the comparison of a psychiatry founded on end stages 
with a system of economies founded on bankruptcy. 

1. The reaction characterized by scattering and vagueness and empty 
dilapidation develops generally in young people, in adolescence, or the 
late teens and twenties. The onset may be acute with hallucinatory and 
delusional content and panic, soon settling down to the typical reaction; 
or insidious as a progressive slump in the assets, as in the school or work 
performance, with social withdrawal, and increasing emotional apathy. 
Sexual problems, especially masturbation, figure in the reaction as issues 
promoting social withdrawal and offering a certain emotional seduction 
with rampant fancy. The outlook is grave in view of the serious involve- 
ment of the fundamental psyehobiologic processes of thinking, the failure 
in maintenance of good habits, and the emotional blunting. 

Case 6996,—Master N. S. G, aged 14 years, 8 months, schoolboy, Episcopalian, was 
admitted to the Henry Phipps Psychiatrie Clinic Feb. 23, 1934; discharged April 5, 
1934, 

A withdrawal reaction, beginning at about 12 years of age, was interrupted by a 


**suecess' in an oration devoted to high moralizing. The success made him uneasy, 
and he withdrew more actively from social contact. Pushed in school, he became 
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confused and had to quit. There followed increased preoccupation, mannerisms 
rituals, habit deterioration, and unpredictable shifts from destructiveness and neg: 
tivism to quiet, mute brooding, or to periods of unexplained laughter and giggling. 
On only one occasion was he hallucinated when he was panicky and feared personal 
harm. In late years he has masturbated idly. 

The family record includes a violent tempered, unreasonable mother, a ‘‘queer’’ 
maternal grandmother, a **queer'' maternal aunt, a maternal aunt hospitalized twice 
for anxiety depression (the last time without complete recovery), а nervous, irritable 
father, a paternal grandfather who withdrew socially in his later years and com- 
mitted suicide. 

The physiological evidences of the reaction were of an incidental character, with 
vasomotor changes in the hands. 


The patient was brought to the Clinic by his mother, who said, ‘‘He is having а 
nervous breakdown; he won't eat and won't talk, Опе day he is active, and the 
next day he is confused and dazed. He twists his head and clutches at his collar.’’ 

For three years the patient had been somewhat withdrawn, and was described as 
having an ‘‘inferiority complex." Не was afraid of being made fun of, afraid of 
not doing as well as the other fellows. He continued in this manner until in Мау, 1933, 
when he began to study for an oratorical contest as a feature of the school ex 
at the year's end. He wrote the oration himself and entitled it, ‘‘ How the Types of 
Heroes Have Changed.’’? It compared the physical heroes of old with the mental 
heroes of today. He began to be restless and to bite his nails. He practiced the 
‘speech assiduously, polishing it and rearranging the points of emphasis. On June 16 
he won first prize, receiving much applause, the congratulations of friends, and on 
June 18 his picture was on the front page of the newspaper. 

Immediately he seemed to dislike the acclaim, and began to withdraw from his usual 
activities. On June 19 he wanted to hide in the cellar and would not talk to h 
friends, He became tense, bit his nails, and when asleep gritted his teeth. He sl 
about as much as usual and continued to eat well. 

He continued to shun friends and buried himself in reading: astronomy, psychology, 
stories of the creation of the universe, Dante, ete. Pages from his notebook written 
during this period contain lists of words as: ‘patriotism, honor, sensible, reason- 
able, thoughtful, self-sacrifice, self-sufficient, self-control, self-reliance, self-judgment, 
self-conquest, self-resourcefulness, self-preservation, self-made, righteousness, justic 
honesty, fairness, loyalty, chivalry, bravery, efficiency, conscientious, dutiful, tr 
worthy." On another page, ‘strength, heart, soul, mind, intellect, brains." Again, 
under the heading, «Вай, ‘‘ weakling, sissy, coward, shirk, prig, idiot, nut, fool, sap." 
Page after page was filled with such lists, admonitions, proverbs. He began to mumble 
to himself and often was heard reciting his oration. In July, 1933, he began to speak 
of ‘death,’ saying, ‘ʻI guess the end will come.’’? His parents were not alarmed 
by all this since he had always been serious and had what they termed a ‘‘research 
mind.’? He expressed a desire to learn to swim, and lessons at the Y. М. С. A. were 
arranged. On the way there the patient became frightened, telling his mother that 
fire engines were about to run them down. "He declared he heard the bells and the 
roaring. His mother heard nothing. A few days later he had an unexplained scream- 
ing spell lasting a few minutes. 

In August the talk of the universe, death, ete., continued. He began to touch. all 
the lamp posts and telegraph poles along the street and, if he missed one, went back 
to touch it. He gave no explanation for this behavior. He was diverted and appeared 
more interested at the World's Fair in Chicago. He stopped touching posts and then 
returned to the eighth grade of school in September. He quickly became “<dazed,’’ 
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preoccupied, and confused, so that the teachers had to lead him from one class to 
another. He would lose his clothing, forget to put on his gymnasium suit, leave his 
books and papers about, and had to be taken to and from school. The other children 
made fun of him. He could not recite in class but did well on written examinations, 
He became more withdrawn and began pulling at his nose. He developed a craving 
for salt and sugar, eating them by the handful until they had to be locked up to 
prevent his indulging in the habit. 

He was taken out of school in October, and in November he was more preoccupied, 
smiling to himself, and at times laughing for unexplained reasons. The nose pulling 
continued. In December he for the first time in his life became stubborn and dis- 
obedient toward his mother, He insisted on walking down the middle of the city 
streets, unmindful of cars, He did not want to be interfered with. He refused to 
wash his face or tie his shoe laces and became most careless of his personal appear- 
ance. He began twisting his head and rubbing the back of his neck and clutching at 
his collar as if to get air or to relieve an uncomfortable sensation at the base of the 
neck, He had numerous temper outbursts and kicked his mother. 

He was taken to the farm home of two aunts, who noted the same sort of behavior 
with sudden contradictory performance. He would not eat for days, then suddenly 
vat everything in sight: food, pencils, newspapers, cards, the checkerboard he tore up, 
ete, He leaned against the stove, burning his suit and himself; he desisted for a 
short while when it was pointed out to him but soon did it again in a fashion which 
convinced the aunts he was not being willfully stubborn. He screamed for days at a 
time, became angry if his health were inquired about, and entered a period of destruc- 
tiveness. He declared that, when he wanted to do a thing, he was rightfully entitled 
to do it. He dashed а puppy violently to the ground. As suddenly he changed to a 
quiet, silent, preoccupied phase, 

He was brought home in February, remaining a week before admission to the Clinic. 
The peculiar behavior continued. 

The patient’s birth was normal. He was breast fed until 7 months of age and 
presented no special problem except for lifelong constipation. At 7 months of age 
he had six generalized convulsions within ten days and at 15 months another one, but 
has had none since. His health otherwise was essentially normal. There was a slight 
external strabismus, and the patient had worn glasses since the age of 8 years, He com- 
plained of headaches about once weekly, but not at all since June, 1933, about the 
onset of the present illness. 

He was a little above average in school, slow in his studies but steady and sure. 
His mother said he would have studied all night had not the books been taken from 
him, He had unusual interests: astronomy, psychology, Dante; but he also had a 
stamp collection, was an excellent bridge and checker player, played a good game of 
ping pong, and won a medal in a high school relay race two years before admission. 
He liked to play baseball and cultivated a garden in the spring. He liked best of all 
to read or study. 

As far as the mother knew, he had never had any interest in, or knowledge of, sex. 

He was religious, going to church every Sunday. 
. In the family the mother was à woman of violent tempers, stubborn, unreasonable. 
The maternal grandmother was (queer. A maternal aunt was twice hospitalized 
for anxiety depression and never entirely recovered from the second attack. A second 
maternal aunt was ‘‘queer.’’? The father was one of the first aviators, a pessimist, 
nervous, and unable to stand noise or confusion. The paternal grandfather was well 
liked, honest; becoming withdrawn in his late years and finally committing suicide. 
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The home has been the battleground of the parents for years, and neighbors » 
ported hearing the patient begging the parents to stop quarrelling and to lower i! 
voices. An older brother declares he almost became ill as the patient but somehow 
escaped and emancipated himself from the mother; he remained high-strung and ex 
citable. A younger sister is nervous, childish, sucks her thumb, and annoys the mother. 

On admission the patient was mute, preoccupied, smiling to himself, with no inter- 
est in the ward activities. He had to be fed by the nurses. The manneristie jerking 
of the head continued. The first day he kept his head raised from the pillow for the 
first hour but later relaxed. 

The physical examination showed a well-developed and well-nourished boy, with cold, 
clammy and splotehed hands. The habitus was athletic, with long hands and fingers. 
The patient was not cooperative and at times actively resistant to movement of a mem- 
ber. The laboratory data were all normal. 

The behavior did not change much during his Olinie stay. He oceasionally answered 
in monosyllables. He ate fairly well for the most part, and participated listlessly in 
the ward activities. He had to be assisted with dressing. He did not talk to his 
mother on her visits but was tearful once when she left. Constipation was severe, 
and sleep was good after continuous tubs were begun. Occasionally he seemed eager 
for a walk. He giggled and mumbled to himself and tore up and chewed bits of 
paper. 

He was transferred on April 5, 1934, to another hospital where he remain! to 
Oct. 16, 1935, with a slow expansion of his activities and with better cooperi tion 
and initiative. The manneristic jerking continued. At times he smeared feces about 
the room. He rarely spoke and then only in a grunting or monosyllabic fashion. He 
has since been in a state hospital where the level of activity noted above has continued 
with little change. Occasionally he is able to make short visits home but always has 
to be returned because of his uncertain performance. In recent years he has mas- 
turbated in an idle preoccupied fashion. 


Comment.—Social withdrawal and feelings of inferiority began about 
the age of puberty. A burst of effort with success only led to an acute 
exacerbation of the withdrawal as an active process to escape the un- 
wanted results of the success. He became frightened and once had audi- 
tory hallucinations. The further development was characterized by con- 
tradietoriness, mannerisms and rituals, empty preoccupation, mutism, and 
habit deterioration, Negativistie motor phenomena were transient features. 

The notebook and his reading material give clues to the dynamics of 
the case as the erection of a hollow moralism and idealism without the 
support of life experience. The parental clashing, the maternal solici- 
tude, and the hereditary and constitutional load complete the array of 
unfortunate factors in the case. 

Tn this case the formal thinking processes were not open to examina- 
tion because of his uncooperativeness and mutism, although the confusion 
in school strongly suggested disorder. The absence of visible content likely 
was more apparent than real, as suggested by the unmotivated giggling 
and Jaughing. 
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The physiological reaction was incidental, with vasomotor phenomena 
in the hands: cold, clammy, splotching. 1 

The case is incomplete in information concerning the sex life, with 
aetual date of puberty. 


Case 6162.—Mr. С. J. D. aged 23 years, single, no occupation, Lutheran, was ad- 
mitted to the Henry Phipps Psychiatrie Clinic April 13, 1931; discharged June 1, 1931. 


Following failure in his beginning college work, there developed a reaction of 
disappointment, quiet, seclusiveness. He took to bed without complaint, wandered 
off aimlessly, stopped drinking water and brushing his teeth and shaving. There was 
profound loss of interest, disorder in the thinking processes with vagueness, but little 
overt content material. The mood was empty, with a stilted politeness, but with 
the capability of sudden shifts with aggression and excitement. For a brief period 
sexual talk and exposure were prominent. Progressive downward course. Family 
record of a peculiar mother, herself the daughter of first cousins, and of late epilepsy 
in a paternal great-grandfather. 


The patient was brought to the Clinic by his parents, who complained that he had 
not been able to take proper care of himself for the previous year or so. The patient 
offered no complaint on his own account. 

The patient had finally graduated from high school with a poor record, failing and 
needing repetition of subjects he did not care for, but doing fairly well in others. 
He matriculated in college after much difficulty in passing the board examinations, 
but failed all his courses but one. He left school, thereafter appeared disappointed, 
lost weight, became more quiet and seclusive. For two years he worked in a desultory 
and dispirited fashion in his father’s place of employment. At night he was heard 
taking physical exercises, and he said he expected to become a prize fighter. Since the 
summer of 1930 he did not want to go to work and in fact spent the greater part 
of the day in bed, gaining a great deal of weight. He had refused to drink water since 
June, 1930, when a Negro brought up water and his mother said, “І wouldn't drink 
that water.’? He stopped shaving, but allowed his father to shave him, and in fact 
appeared sensitive about appearing unshaven before others. In the fall of 1930 he 
spent 3 months in the home of a ‘‘psyehotherapist’’ who ‘‘treated’? him with hypnosis, 
during the course of which, on one occasion, he stayed in bed for a few days with 
eyes closed, refusing to talk and to eat. Since December, 1930, he refused to bathe 
and to brush his teeth. On several occasions he wandered aimlessly away from home, 
and had to be returned home after several days. 

His birth was normal. His mother denied any neurotic traits, but during the grade 
school period he was kept out for 6 months because the musie teacher found him 
nervous, His mother was excessively watchful over him, and in his early childhood 
figuratively stood guard over his genitals, warning him that *tgelf-abuse?? would affect 
his mind. Whether he ever masturbated was not determined. In the three years pre- 
vious to admission he had shown mo interest in girls. 

He was an only child, of whom much was expeeted by his parents. His mother 
repeatedly stated he was a ‘‘eugenic’” baby. She was the daughter of first cousins, 
and, when she married, she and her parents were preoeeupied by the fear of bad 
heredity, and she made sure that her husband would eome from a family free from 
hereditary taint. She was very ambitious, aggressive, emotional, conceited, and biased. 
She saw nothing very wrong with the boy. She had a dysplastic habitus. The father 
was a good mixer, successful, not а worrier. A paternal great-grandfather had late 


epilepsy. 
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On admission he tried promptly to run away, and hit his father, who blocked him. 
He soon was apologetic for his actions. On the ward he appeared indifferent, arrogant, 
and facetious. "There was much silly giggling. There was praetieally no spontaneous 
talk and his answers were evasive, well larded with **I don't know? and ‘І don't 
remember," at times clearly irrelevant or obviously incorrect. 

There were obvious oddities in his thinking, as shown in the interpretation of the 
Binet-Simon fables: 


1. (Hercules and the wagoner) «You should be very close and speak dis 
tinctly to the person."' 
What do you mean? “That’s all, doctor." 
2. (Milkmaid and her plans.) ` «You should be very careful about your 


market price so you could buy the most de- 
sirable articles for your welfare." " 
3. (Fox and erow.) «You should not drop food off your dinner 
plate ever beenuse of respect to Johnson (an 
attendant) over there.'" 


What do you mean? «Tq should respect him more and more each 
day." 
Why? «Т don't know, doetor.’’ 
4. (Farmer and stork.) «I don't know. Cranes are distinguished, not 
something else.'" 
"What do you mean? “т better read it again.’’ (After reading, 
spontaneously) *Qireumstantial | evidence."* 
What does it teach us? «не should have begged more than he did nd 
the farmer would let him go. He should have 
asked him elearly.'" 
5. (Miller and son) ‘cphis teaches that you should always read 
your words correctly and never be indistinct.” 
What does it mean? “©'тһеу did not understand each other, there 


was confusion." 


These examples show clearly metonymy (as in examples 2, 4, 5), interpenetration 
(as in 3). The concrete use of metaphor is suggested rather feebly in one, in whieh 
the patient may have visualized Hercules talking to the wagoner, and in five where 
‘did not understand? comes to mean ‘‘indistinet’’ enunciation. 

He knew he was in a ‘‘ general hospital?’ in Baltimore and guessed the date as 
August, 1930. He missed the day of the week by one, put knew the hour of the дау. 
He showed poor attention for the examination of the intellectual resources. Recent and 
remote memory was spottily correct, but often questions were answered by “І don't 
know’? or «I forget." He repeated 7 digits forward and 4 reversed, and retained 
only one item of three correctly after 3 minutes. Sipple calculations were fairly well 
performed, but in the serial subtraction, 100-7, he made only the first one, arriving at 93. 
He counted backward from 20 to 1 correctly, then, on being given the 100-7 test again 
said, «403, 86, 77, 70, 63, 57, 50, 43, 36, 29, 22, 21, 14, 7” (im 50 seconds). 
General information was rather poor. Formal judgment was fair to a test question, 
but he was unable to formulate any plans for himself. Не declared he did not know 
what was wrong with him, but on direct question said he sometimes at night was 
nervous. Immediately he added that it did not affect him ‘‘at all." 

The skin resistance showed consistently high pack-back readings, and low palm-palm 
readings (e.g. back-back 1,236,600 ohms, palm-palm 10,800 ohms). 
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He was seclusive and showed no interest whatever in the ward program. He did not 
hold odd postures, but there was some grimacing. His talk was exaggeratedly polite, 
with a **thank you’? to everything. There were no evidences of delusions or hallueina- 
tions. 

He was markedly overweight, 170 pounds for his 5 feet, 10 inehes in height, and 
was markedly dysplastic. The head had an increased anteroposterior diameter and a 
decreased bitemporal diameter. There was a marked anteroposterior ridge on the 
vertex, The chin was small and the teeth very much out of line. The fat accumula- 
tion was mostly about the abdomen and thighs. There were sweating of the hands 
and feet, tremors, exaggerated reflexes, and acne of the face and back. The pulse was 
84 per minute, the blood pressure 114/76. The blood and urine examinations were 
normal. 

He remained in the hospital a month with a little improvement in his personal 
care with constant nursing attendance. On one oceasion he offered to go to the bath- 
room if the attendant would allow him to kiss him. Once he explained his refusal 
to drink water by, ‘Probably I wanted to assist the water company by letting them 
keep the water.'' Letters to his parents were childish and superficial. He came to 
know the month and the year, but gave the day of the week at random, and showed 
no curiosity where his mother was staying, or what day she visited the Clinic. 

He was taken home against advice but with the help of a hospital attendant. The 
latter engaged his interest in outdoor activities at the country home, the patient 
seemed more alert, drank water from the faucet, took the attendant to movies, ete. 
Struggles occurred between them, and the patient was more talkative after his en- 
counters, 

By April, 1932, he had again become troublesome and was admitted to state hospital 
in an acute excitement, with confusion, purposeless laughter, and muscular jerkings. 
‘The talk was rambling, disconnected and irrelevant, He appeared fearful but offered 
no content. He became able to do simple manual work with supervision. He wandered 
off in an aimless manner. 

On one oceasion he showed much sexual activity, exposing his sexual organs and 
speaking of ‘‘licking hinders.’’ 

From time to time he was paroled for short periods to the care of his parents, 
but explosive outbursts always forced his return in spite of the parents’ desire to read 
marked improvement into his more apathetic periods, At the last report in 1935 he 
was essentially as above. 


Comment.—The patient was clearly a poor candidate for the success 
story expeeted of him by his eager parents, particularly his aggressive 
and peculiar mother. His repeated failures in high school should have 
been fair warning of the college career. With this latter failure came a 
remarkable slump, insidious in onset, leading to progressive deterioration 
of the assets—intellectual (in the thinking processes) and the essential 
habits—with emotional apathy and impulsiveness. Remarkably free of 
overtly expressed content, but with hints of transient content material 
in the sexual talk and exposure, in the explosive outbursts when with 
his family, and in the ‘‘aimless” wandering away, which may in reality 
not have been so aimless. The stilted emptiness and the serious disor- 
ganization of the thinking were evidences of a serious reaction which 
did not yield to treatment. 
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2. The reaction characterized by dramatic submission and passivity with 
automatic and contradictory motility phenomena expressing the content 
may occur at any age, but it is more common at an age somewhat later 
than that of the preceding type, in the twenties and early thirties. The 
motility features—posturing, grimacing, stereotyped movements, acting 
out delusional content or commands as passivity phenomena, stupor 
with eatalepsy, and the peculiar thinking processes with the use of 
symbolie terms in an ultrapersonal sense doing violence to conventional 
socialized usage—are the outstanding features. The early ingredients 
of the full-fledged psychosis usually have to do with sexual-ethical-re- 
ligious-philosophieal questions, often with a quest for the amalgamation 
of paradoxical strivings into a unified and satisfying plan of behavior. 
The tendency to stupor constitutes a great therapeutic hazard, but the 
quick ‘‘jack-knifing’’ (Meyer) in and out of stupor and kindred states 
of poor rapport has long been noted. The outlook for recovery from 
this reaction is better than in any of the varieties of the illness. 


Case 7180.—Mr. Е, L. R., Jr., aged 17 years, single, student, Baptist, was adm 
to the Henry Phipps Psychiatrie Clinic Nov. 23, 1934; discharged July 9, 
Readmitted to the Henry Phipps Psychiatrie Clinie Oct. 31, 1935; discharged May 
1936. 


A quiet, seclusive, religious boy, attached to his mother and with vague ideals for 
world betterment, became upset with change to a setting of premedical college w ork 
and mother’s illness with cancer, Much preoccupation with religion, philosophy and 
psychology was followed by a dramatic ecstatic experience, seeing God as a cioud 
of dust, hearing God talk to him, and obeying His commands, He identified himself 
with Christ through the bleeding palms, feet, and head, real or fancied. He was 
restless and destructive, or quiet and preoccupied, with inane laughter and ideas of 
body disease, demanding operation for brain abscess, and circumcision. On one 
occasion he secreted a table knife with which to perform circumcision. He spoke of 
his sexual arousals and his guilt over intercourse with a girl years before, of his love 
for his mother and hatred for his father. He built a coffin, drew typical parergasic 
drawings on the lid, and put himself symbolically within by placing his glasses and а 
deck of cards therein. The talk was somewhat scattered with some few queer words. 
A period of self-accusation, not very convincing as a real depressive affect, was fol- 
lowed by a period, also not very convincing as elation, of a burst of antics, animal- 
like performance, overactivity, grimacing, acting out delusions. There was disorder 
in the thinking processes, as demonstrated by test. 

Treatment with sterile meningitis was followed rather promptly by considerable 
improvement and discharge to an aunt's farm after hospitalization for seven and 
one-half months. 

Не seemed well until upset by noises and world events the same fall His moth- 
er's death and his shock at finding her gone precipitated a recurrence of the illness 
with much the same symptoms as before, even to the episode of wandering away, 
although this was not well explained. Again shock therapy brought slow but steady 
amelioration, and he was discharged considerably improved. He had resumed his 
premedical studies at the last report in 1938. There was probably some reduction 
of the personality assets in a certain childish performance and flattened emotional 
tone. 
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The prepsychotic personality was schizoid and the body type, asthenic. The 
heredity gave only a maternal cousin with alcoholism dying in hospital for mental 
disease. The mother was the dominant parent, the father more easy-going, less am- 
bitious, and the assistant to the mother in her work. 


The patient was brought to the Clinic on Noy. 23, 1934, by the family physician 
who said that on October 17, the patient had wandered from the college dormitory 
and had been found the next morning wandering nude; after this he heard voices, 
thought he was poisoned, and felt he was a prophet. The patient gave as his com- 
plaint, «Stomach ache, sick all my life, general weakness, sick all оуег.?? 

The patient had seemed much as usual until he went to college in September, 1934, 
where he lived in a dormitory and began a premedical course with the intention of 
becoming a psychiatrist. He included in his curriculum one course on the religions of 
the world, gradually becoming more and more engrossed in the subject and spending 
much time reading the Bible. Early in October his mother, to whom he was strongly 
attached, was operated on for cancer of the breast, and the patient appeared emo- 
tionally upset by this. From October 10 to October 17 he stayed up every night 
reading the Bible, especially Revelation with its prophecies of the end of the world. 
He became morose and complained of the noises of radios and of doors slamming, which 
he considered unnecessary. He objected to his roommate 's doing menial chores at the 
bidding of upper classmen, and, when one ordered the patient to give up his Bible, he 
became angry and refused to do so. On October 17 he was missed after the first 
class of the day, and, when he did not return at night, a searching party was organized. 
After an all night’s search he was found at 7:00 A.M. wandering on the side of a 
nearby mountain, nude except for a blanket thrown over him, clutching the Bible and 
talking to himself. 

Tt was later learned that he had left his classes in response to the voice of God. 
"Ihe voice commanded him to go out onto the road and follow Him. He went onto the 
highway, saw a cloud of dust which he identified as God, and followed it up the side 
of the mountain. The voice commanded him to look into the sun. He did so and saw 
in it a flaming cross, Then he lost consciousness, When he revived, he went down 
into a valley where he saw men with guns who shot at him, but God was with him and 
he could not be hit. Then he climbed another slope and at God’s command took off 
his clothes, As darkness approached it grew cold, but he did not suffer. He looked 
at his hands and feet and saw blood coming from them, and knew it was also flowing 
from his head. All night long he traveled, but in the early morning hours stole back 
into the dormitory, secured а blanket, and returned to the mountainside. The clothes 
were found seattered piecemeal over the mountain. He resisted return to town and 
refused to give up the Bible, He twice attempted escape at God’s command and 
was then taken to a private sanitarium nearby. 

There he was resistive to all treatment, refused sedative medication and food be- 
cause it was poisoned, but later he asked for hypodermic sedative injection, He was 
more excited and combative with his father’s visits. There was much incoherent 
talk, interspersed with more coherent bits. He spoke of the end of the world, the 
material apparently taken over directly from radio broadcasts of an 


sign of the beast, 
listened to before the acute illness. For three days he urinated 


evangelistic sort he had 


‘on the floor and in his bed, masturbated, and used obscene language with many refer- 
‘ences to homosexuality. He thought the nurses were witches. Under treatment he 


improved for almost three weeks, but appeared at best apathetic and preoccupied, and 
talked little. He told of his experiences on the mountain and said, “Тһе trouble with 
me—I read the Bible too much. I tried to stop but couldn't." He frowned, grimaced, 
and said he had done what he had at the command of voices. 
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On November 14 he again became exeited, resistive, noisy and destructive, « 
remained so to the time of his admission, In addition, there was much reiteration 
some rhyming, but without elation or depression. He spoke of being a prophet, a k 
for a day, and repeated, **I love the saint,’’ over and over for hours. On the t 
trip to Baltimore he spoke much of electricity; he was afraid that the train was to 
be blown up, that it was running without an engineer, and that it would finally ron 
straight into the sea. He was handcuffed after several attempts to escape. He was 
antagonistie to his father and would not allow him to touch him; yet the last night 
out asked to be eireumeised and lay all night with his arms close about his father's 
neck. 

The patient was an only ehild. Birth, development, and the health record were not 
unusual He was graduated, a fair student, from high school at the age of 17 years. 
His mother had helped him constantly and pushed him in his ambitions. He had no real 
urge to enter college, but went because he felt his mother wanted him to become u 
physician, and he himself picked out psychiatry because he wanted о benefit human- 
ity." He never had a job. He was interested in things mechanical and once won u 
prize of $100 in a Fisher Body contest. He was fond of sports but never distinguished 
himself therein, and he was keenly disappointed in this failure. He read much on 
science and religion. He was a regular attendant at Sunday School and was puritanical 
in his ways. He often complained of his father’s smoking. He took dancing lessons 
one summer and spoke of stopping them because the instructress was too scantily clad 
and aroused him sexually. In college he was one of 3 out of 250 students rising to 
vote against the proposal for allowing dances at school. He began masturbating two 
years before admission, and despite his effort to stop had been unable to give it up. 

He was described as alert, capable, patient, and persevering; emotionally of the 
shut-in type, idealistic, sensitive, seclusive, easily hurt by criticism but keeping his 
hurt to himself; conscientious with his work, and when his mother helped him with 
his studies, worried for fear it would make some other student get a lower mark than 
he received, He was quiet and even-tempered, and people and events produced little 
emotional response in him. He was shielded from difficulties by his parents, and his 
renction to them was therefore not known. He had few friends and was much at- 
tached to his mother; toward his father he had alternated from an affectionate to a 
critical attitude. The mother was better educated than the father, and both she and 
the patient were condescending to him. 

The mother was the superintendent of a state school for the deaf, while the father 
was the assistant superintendent. She was very efficient, capable, business-like, with 
considerable poise. The father was easy-going, unemotional, unambitious, and rather 
dull. They were married when both were teachers in the school; she rose, carrying 
him with her. A maternal second cousin was alcoholic and at 50 was committed 
for the last few years of his life to state hospital. 


On admission the patient was tense, with facial expression alternating from blank- 
ness to painful grimacing. Rapport was poor, and he was uncooperative or resentful. 
At first he spoke freely and spontaneously, then soon became mute. The stream of talk 
showed incoherence and scattering. The mood statement was, ‘‘way down in the 
dumps—broke down in a million parts—just destroy them if you want to. I want 
to die—been in such misery—want to see my mother—everybody on the face of this 
earth, sir." He said he felt better in the morning than in the evening. There were 
no suicidal thoughts. Sleep was good and appetite, fair. He considered he had a 
brain abscess; the brain was burned out from looking into the sun; the neryes 
severed; and he demanded immediate circumcision. He hated his father, felt that his 
father was dead and had venereal disease, and that by lying next to him he also 


PARA-REACTIONS—SCHIZOPHRENIA 409 


had aequired it. He spoke of his love for his mother. He was preoccupied with the 
end of the world. He was under hypnotic influence. ‘‘Everybody is my friend and 
my enemy.'' Не had heard voices saying, **I love you, son, you are my people,’’ 
and once on the street car, ‘‘Maratibo.’? He had’ had visual hallucinations of the 
Lord in a whirlwind, of angels in red and green who said, ‘‘Me, me, me." He knew 
the place and his own name, but he had no idea of the date. Recent memory was poor, 
but remote memory was good. He retained 5 digits forward and 4 digits reversed. 
Caleulations were poorly performed, probably due to his preoccupation. General in- 
formation was adequate. He gave the difference between a mistake and a lie as: “А 
lie is... a mistake is when you do it... when you do 2 or 3 different things. A lie 
is something you do with your mouth—a mistake is when you do it with material things. 
L never could talk since I've been so sick.’? When asked why he had come to the 
Clinic, he said, {I don’t think anyone knows. I’m just a strange, mystical sort of a 
person, (Explain!) I know so much—seems like I talk—like I could talk to a China- 
man almost—seems like I can— (How?) You know—musie to your words, that’s the 
secret of success. I feel I should be in hospital until I can get over talking so much.’’ 


The patient was an asthenie boy, 18 pounds under his ideal weight. The tendon 
reflexes were hypoactive. The pupils were in mid-dilatation and reacted promptly to 
light. There was facial acne. The blood pressure was 124/88. Some general abdominal 
tenderness disappeared after an enema. Acetone in the urine was related to a very 
meager food and fluid intake on the way to Baltimore. The laboratory data were 
normal. 

For the first few days he was fearful of harm coming to him, demanded operation 
for the brain abscess produced by looking at the sun, giggled while speaking of people 
being killed and of his father and mother being slaughtered, and said injections given 
him in the sanitarium were to excite him sexually. He heard voices telling him he was 
God. There was much inane laughter, alternating with weeping. He became gradually 
quieter, felt others talked about him, but entered into the ward program with some 
interest and success in his performance. 

On December 14 he retold his experiences on the mountain, describing the myriads 
of armed men and the tracks of hundreds of snakes in the road. He drew a dragon 
with a eross where he had looked into the sun, then tore the paper to bits, saying he 
feared the Masons, Ku Klux Klan, and other orders would ‘‘get’’ him for revealing 
secrets of the cross. He asked for circumcision because its lack caused decay of the 
teeth and because he wanted to get over having bothersome erections. He told of 
peeping into women’s bathrooms, of sexual relations at 8 years of age with a girl of 
12 years after a number of boys had preceded him, and of repeating it several times 
in the following year. At the time he had felt no guilt and had worried over it only 
after learning of his sin in Sunday school. He felt some of the other patients were 
criminals; he spoke of electricity being put through him and of being in a trap. In 
the carpentry shop he built a coffin, which he declared to be Noah’s ark. Inside the 
cover he drew a large cross, in one corner the label, “Му Sins,’’ and in the other, 
“Ме?” On the outside he drew two doors, one the ‘cright,’? one the **wrong." He 
colored it with red ink ‘‘to show blood.’” Inside he placed his glasses and a deck of 
cards. He told the nurses it was his own coffin, He withheld a knife from the tray 
to circumcise himself, He continued seclusive, preoccupied, grimacing, and gesticulating. 
He felt he was responsible for the welfare of the world and that he was controlled by 
seience. In January, 1935, he saw turkeys in trees, heard voices inside him directing 
attention to his lower abdomen; felt the brain crawling; said he was the planet Saturn, 
spinning about, and laughed smugly at the statement. Then self-accusations set in, 
feeling he had done wrong by not working harder, and wept at his own suggestion that 
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he might be ‘‘out of the head.’’ Then antics set in, acting the part of wild animus 
strutting across the ward with a pestial leer on his face, tripping about with mincing 
steps, laughing loudly, and throwing his head back in exaggerated enjoyment. His 
mother suggested that he might be reenacting a favorite childhood play, ‘<The Wizard 
of Oz.’? Posturing occurred for short periods. During this period, through February, 
he gained weight, constipation cleared, but the sleep was rather poor. 

In March came much sexual preoccupation. He declared he was going to have a 
baby, that he was partly a woman, bisexual, that he loved Mr. H. He went about 
smelling other patients, approving of some, disapproving of others. He began to deny 
hearing voices. In April he began again to act out his peculiar delusion, laughing, leer- 
ing, grimacing, barking like a dog, ete. : 

He was thereupon given sterile meningitis treatment which jnaugurated a period 
of quiet, with better rapport, and better concentration and attention, ‘‘Sometimes 
I feel there are things I have to say, but I don’t know why I do, but a lot less than 1 
used to have.’  Passivity was less pronounced. The affect was rather shallow, 
smiling and frowning being incongruous with the expressed content. He denied 
delusions and hallucinations. The orientation was perfect. Memory was better, and 
he retained 7 digits forward and 5 reversed. He recognized the Binet absurditi 
General information and calculation were fair. He stated he was being treated for 
é nerves, ”? that some of the ideas he had once had he no longer believed, and that he 
was improving. The weight increased and the sleep improved. 


The improvement continued, the rapport with the surroundings grew, the emotional 
contact was appropriate, and he gained in spontaneity of interest and in actual con- 
structive performance. He denied any peculiar ideas or hallucinations. The old pre- 
occupations over religion disappeared. He was discharged home for a trial visit on July 
9, 1935. 

The patient spent the summer on an aunt’s farm and seemed quite well. In October 
he was annoyed with the incessant noise of roadbuilding in the neighborhood; then 
he was worried over the Ethiopian war and declared there was to be а war in that very 
locality because of the vile type of magazines on sale there. He feared he would be 
arrested and ‘‘locked up for life’? as not responsible because of previous insanity. On 
October 16 the aunt received word of his mother’s death, a few days after the patient 
had visited her, She told the patient only that she was very ill, and they drove together 
to the hospital. The patient burst into his mother’s room to find her gone. He was 
shocked but bore up bravely, confessing to the family physician that he feared he could 
not stand up under it all and would have another attack. The funeral was an ordeal, 
and afterward the patient was upset, slept poorly, and had some sort of emotional out- 
burst. He said his mother had been murdered because the minister had often repeated 
the phrase, ‘Тһе deed is done.’’ He felt she was kidnapped because the body in the 
open casket looked like wax. He had a fever and complained of a headache. On 
October 21 his head was still aching, and he ran away, being found wandering іп a 
canyon. He said something had snapped in his head. He came back willingly. The 
next day he said the house needed cleaning out and burned books, clothes, and a portrait 
of his grandfather before he could be stopped. He was taken to private sanitarium 
where he complained of seeing colored lights and knew this was abnormal On the 
return to Baltimore he was very restless and said he heard voices, but he did not 
elaborate on this. 

On admission he was restless, twisted his head about with both hands, laughed 
inanely, and the stream of talk was disjointed with much irrelevant material and 
amounting at times almost to incoherence, The content was expressed without mucli 


PARA-REACTIONS—SCHIZOPHRENIA 411 


conviction and included visual hallucinations of colors and olfactory hallucinations of 
the odor of women, of pus from the lungs, ete., and ideas of body change, and bodily 
disease. He missed all the Binet-Simon and the Hausmann absurdities and declared 
he had written the Hausmann test. General information was good. He said that there 
was nothing wrong with him and that he could stretch himself 6 feet both ways, but 
later he added, “І am crazy.’’ 

The physical examination was normal. The blood pressure was 130/60. 

He remained restless, destructive of property, and busily engaged in making objects 
out of paper: hats, letters of the alphabet, toy airplanes, ete. There was a little rather 
feeble use of words in two ways in the same sentence, He declared he had killed his 
mother because he had once struck her on the breast, and she had then developed a 
cancer there, At times he roared about, his face red, breathing rapidly, baring the 
teeth, and sereaming in a weird animal-like manner. 

He was given a series of typhoid vaccine injections beginning November 1&. He 
showed little change except for more cheerfulness until late in December when there 
was slight improvement in his general social behavior, with some interest in group 
activities and better personal care, Not until the spring did much improvement set in, 
and then he took an active part in all the ward program. The talk was less scattered, 
he detected most of the Hausmann absurdities but added some false ones, with a good 
performance in the Army Alpha test and symbol marking portions of the test battery. 

He was discharged to his father on May 20, 1936, 

In January, 1938, he wrote that he was taking a premedieal course in college and 
planned to enter the medical school that fall. His school record was reported as 
mediocre, He was playing basketball on the college team. He reported steady attend- 
ance at Sunday school. Altogether the letter was a rather poor performance for a 
college student. 


Comment.—Concern over his mother’s illness and preoccupation with 
religion and philosophy and psychology led to an acute and dramatic 
eestatie experience, following God as a whirlwind into the mountains, 
obeying his spoken commands, and oblivious to minor hurts. He identi- 
fied himself with Christ through the real or hallucinated appearance of 
blood from the hands, feet, and head. ‘Then followed a long illness with 
destructiveness, feelings of being hypnotized, with sexual preoccupations, 
demand for circumcision (he linked its need with bodily disease), hating 
his father, loving his mother, yelling scattered meaningless words; periods 
of quiet preoccupation and self-accusation alternated with bursts of anties, 
simulating animal behavior, declaring he was Saturn spinning about, ete. 
In each phase the affect lacked the unequivocal qualities of the thymer- 
gasie affect, nor was the behavior well systematized along affective lines. 
That the thinking processes were disturbed was observed in his spontane- 
ous utterances and in special tests. 

The various phases of the illness in retrospect do not appear to have 
been understandably precipitated by external environmental faetors. 
That they represented changes in the content and affective states is clear. 
The improvement with shock therapy was striking. 
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The relapse seems also to have been intimately linked with his mother’ 
death, although some warning signs had already been observed. The 
psychosis was essentially of the same sort as before, and the reaction to 
treatment also about as before, although somewhat more delayed. The 
final result would appear to be a fair social adjustment, with the actual 
state of preservation of the assets at least doubtful. 

The acting out of religious (Biblical) symbolism in a setting of emo- 
tional upheaval eonstituted a remarkable demonstration of the submis 
sion-passivity reaction. In contrast to some of the other cases presented, 
this passivity reaetion did not go to stupor with eatalepsy. The expres- 
sion of eontent through the general motility at times preceded the verbal 
account, and at times motility was the only mode of expression. 

The previous personality was of the classical egotropie or schizoid sor, 
furnishing a reasonable basis for such a reaction to develop. 

3. The paranoid development may occur at any age, but it is the char- 
acteristic reaction of the later age periods of maturity and beyond. In 
general, the delusional development has a strong persecutory trend but 
may have other import, as a conspiracy to aid the patient, or the matter 
of being loved by someone, ete. Because of the age and the decreased 
plasticity, the outlook in this reaction is grave. 


Case 7117.—Mr. J. E. E., age 26 years, unemployed, Presbyterian, was admitted to 
the Henry Phipps Psychiatrie Clinie on Aug. 22, 1934; discharged March 30, 1935. 


Six years ago the patient was unduly worried over a penile abrasion, thinking he 
had syphilis, and, when this was disproved by examination, he remained self- 
conscious and felt people pointed to him, Four years previously in his first job after 
graduation from college, he had an altercation with his uncle, quit the job, and 
returned home. This was his last job. Further temper outbursts took place with nis 
fellows in a tennis club, he felt he was unjustly discriminated against. This slowly 
organized itself into a conspiracy of Jews, Catholics, and Masons to prevent him 
from regaining his girl—in fact, a girl he had known slightly in college and by whom 
he had been sexually aroused. He had had no information concerning her for four 
years when he wrote her, to find out that she was married. This he refused to 
pelieve, and the rationalization of the belief became a most involved circuitous affair. 
He became more withdrawn, suspicious, and, while recognizing to an active extent 
the need for hospital care, this reduced itself to a need for being ‘puilt up’’ 
physically, the better to make a bid for the girl’s interest. In the Clinic for a short 
while he felt that everyone joined in an effort to help him, but the suspicions Te- 
turned and were rather universally directed. In a negativistic manner pe determined 
to prevent boweliamd bladder evacuation, starving himself the better to accomplish 
this, There resulted marked weight loss and trophic disturbance of the fingers. 
Discharged home, he soon had to be hospitalized because of repeated suicidal at- 
tempts in an effort to force his return to the Clinic, for which he claimed to be 
eager. His further course has been steadily marked by hostility, suspiciousness, fear, 
and a gradual mental deterioration. 

Influential factors appear to be the maternal smothering solicitude, the paternal 
capacity for resentment for psychiatric care following a reactive depression, and 
the patient’s lack of emancipation and savoir faire. 
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The patient was brought to the Clinie by his mother who said, ‘‘He has nervous 
exhaustion. I ean’t diagnose him, doctor, but I read an article, and it sounds very 
much like anxiety neurosis to me—that or an excitement neurosis.’? Тһе patient ex- 
plained his presence here by saying, “І had an idea my girl was in Baltimore. I came 
finally because my mother wormed it into me. She makes me nervous in an unmerciful 
way.?? 

The onset of the present illness was in the fall of 1930, the year after he graduated 
from college and a few months after he had gone to work for a gas company. He 
was living with his unele in another city and at that time quarreled with him over the 
way he had parked the car. He said his feelings were injured, and he refused to stay 
longer with his uncle. He gave up the job and returned to his own home, restless, 
irritable, and unsettled. In the fall of 1930 he entered another university to study 
advertising and was said to have done well there. Yet at the end of the term he failed 
to hand in some papers and was given ‘‘eonditions’?’ in certain subjects. Не came 
home upset and worried over the failure. He spoke of having to return to school to 
make good. The mother wanted him to see з physician, but the father refused to allow 
it, saying, ** They will just put you where they put me,’’ referring to a six-week residence 
i syehiatrie hospital in 1925. Instead of returning to school, he stayed home, his 
day's activities carefully supervised by his father, with periods of rest and exercise, 
Пе was kept firmly to the routine but did not seem to profit thereby and became more 
lackadaisical and less interested in his surroundings. After a while he tried to find 
work without success, and this irritated the father, The entire year of 1932 was so 
occupied. 

In the spring and summer of 1933 he joined with some other young men in con- 
structing a tennis court and organizing а tennis club. He had ‘‘words’’ with another 
boy over some minor club rules; there followed a scuffle, and he was much upset. His 
father advised that he stay away from the club entirely. This he did, but with the 
feeling that he was discriminated against and for some ulterior motive, In December, 
1933, he suddenly announced that he was afraid to go for his usual walk because the 
Jews, the Catholies, and the Masons were after him. He had sneered at Jews at college, 
and now they were to get their revenge; the Masons as an organization were out to 
avenge the insult to the boy he had seuffled with, himself a Mason. The physician called 
advised psychiatrie hospitalization, but again the father overruled. The physician 
thereupon left medication, but, as he was a Mason, the boy refused to take it. After 
a week at home under the care of a nurse he resumed his usual routine. 

In May, 1934, while out for his evening walk, he passed the tennis court. He decided 
to go onto the court and broke the lock of a door in order to accomplish this. Neigh- 
bors saw him and called the police; he was locked up in jail. The parents, when notified, 
told the story of his peculiar ideas and obtained his release. He regarded his arrest as 
a piece of malevolent plotting on the part of his enemies in the club. He went about 
in a state of anger and chagrin, saying the pride of the family had been hurt. At 
this time a man called at the house to make some minor repairs, The patient watched 
him closely and suddenly and excitedly announced that the man had been sent by the 
owner to set fire to it. He was reassured and gradually appeared to improve. 

On July 15, 1934, he went to a summer military camp and was there given a typhoid 
prophylactic injection. A few hours later he was discovered by his fellows lying on his 
bunk apparently asleep. When roused he declared he was very ill from having been 
given, at someone’s instigation, the wrong kind of serum; he said he was afraid he 
was about to be killed. He also declared he had had a letter from his girl announcing 
her marriage to another man, which letter he concluded she had been foreed to write 


by those against him. 
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This girl he had known in college and while he had actually seen little of her, since 
she was very popular, his imagination concerning her had roamed far. He had seen 
her last in December, 1930. He described the party they, with others, had been on, when 
at a beer hall she had met some other girls she knew. The patient immediately ‘‘knew’’ 
them to be prostitutes and felt he was to be made drunk, and ‘‘thrown under one of 
those prostitutes or something.’? When he parted from her he kissed her passionately 
and wanted to stay with her. He declared she answered, ““ You are a silly boy, you 
could have done that a week ago—now it is too late.’’ Не did not even write her until 
the summer of 1934, when he slipped out from his home with an excuse to mail her a 
letter asking to see her. The flashing lights of an automobile turned on him while he 
was near the mail box alarmed him, and he felt he was to be attacked with machine 
guns. As noted above he received a reply from the girl while in camp and refused 
to believe her story. 

His condition in eamp was thought to warrant action, and his mother, who was called, 
took him home. He improved quickly. He insisted again on visiting the girl, receiving 
from her a firm but conciliatory note, stating that she was married, He refused to 
believe her, and when his family objected to his visiting her, he determined to hire a 
private detective to investigate. He felt the Jews must have something to do with it all, 
as the girl was of Jewish extraction together with French, Italian, German, and Trish. 
The girl’s husband was a chemist and a fraternity man, according to her letter, and, 
although he felt sure that she was not really married, he thought they might have 
pretended to some man that he had married her in order to test the patient’s fidelity. 
He thought therefore that this man might really believe himself married to the girl, 
although it would not be true, In that case the man’s fraternity would certainly be 
after him, and as a chemist he would be able to do the patient almost any harm. ‘The 
patient became quite frightened, refused to leave the house, and wrote on scraps of 
paper, ‘‘No walks by myself and avoid gasoline tanks. Give list of fellows who don’t 
like me. Ask Dr. K _ _ if diseases from hats. Put up sereen to keep out." Also, 
* What damnable fiend organized that frame-up and my first breakdown? Is it right in 
God’s name? Shouldn’t you tell me something as a Mason? I have written the girl 
again." Or, ‘‘Warning—watch toilet, water, cats. Apologize to all doctors. Have I 
said anything or done anything which I should apologize for to the Catholic church or 
to any individual member?’’ 

On August 17 he was taken to a danee by his mother. He suddenly became excited 
and said he was afraid a Negro might come in and sit beside him, Against the father’s 
wishes but on the physician’s advice, the mother brought him to the Clinic. 

He was the first of two children and from the first the object of much maternal 
solicitude of a devastating sort. His birth was difficult, accomplished with forceps. At 
two years of age he had spinal meningitis without residual effect. Then followed 
several childhood infections, typhoid fever, and a submucous resection at 15 years of 
age. His mother eame armed with notes on each of his illnesses and the pieces of 
cartilage removed at operation for the physician’s inspection. He finished the 8 grades 
of the local school. His mother felt the high school was not good enough, nor was it 
wise to allow him to go elsewhere alone. She thereupon left her husband for 4 years 
and went with the boy to the state capital, where he attended high school in which she 
taught. He did well and was graduated in 1925 at age of 18 years. In college he did 
average work. During the summer of 1928 in military camp he developed a small 
abrasion on the penis, He thought he had a chanere, and even after negative findings 
on examination he was self-conscious and suspicious, and felt people pointed at him. 

His mother, whose influence with him had been overwhelming, and against which he 
was recently rebelling in a futile way, described him: “А fine boy, loves his family, 
attached to his mother, quiet, sensitive, does not make friends easily, has been shielded, 
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inclined to remain a great deal to himself.’? The boy said, ‘‘I speak to people, but 1 
never get friendly with them. Suspicious—that’s grown on me. Quiet, I keep things to 
myself; sensitive, reticent.'" 

The father had a depression reactive to financial reverses in 1925 at the age of 58 
years, for whieh he was hospitalized for 6 weeks. The mother was 60 years of age, 
domineering, oversolieitous of the patient. One sister had somehow managed to escape 
the parental smothering. 

On admission he was restless, stating he had come to Baltimore to find his girl. He 
was suspicious of the physician, who was from the South. He said there were a lot 
of Negroes in the South, and he did not like Negroes. He asked anxiously eoncerning the 
physieian's fraternity. For the most part he was quiet with a certain annoying 
aggression in his urging the other patients to get together for their mutual enjoyment 
(reminiscent of his mother’s push). The stream of talk was rambling and disjointed. 
The answer to a question concerning his mood was, І feel fairly good, my head clearer 
than usual, I seem to have more strength.’’ No better mood statement was made. Be- 
fore hospitalization he was ‘‘keyed up”? through fear of harm. 

The content was almost exclusively about the girl. At first other topics, as the serum 
incident at camp, only illustrated the efforts to frustrate his successful search for the 
girl, He then came to feel that they somehow were attempts to help him; they were 
meant to spur him on, and so were the work of friends. The sensorium and intellectual 
resources were intact. He easily recognized the Binet absurdities. Insight was very 
poor: ‘I do not have my usual body strength. A few days in hospital will help me a 
great деа]. ?? 

Physical examination showed a well-developed and well-nourished young man of 
asthenie-athletie habitus. The detailed examination gave normal results. 

Further acquaintance with the patient showed the pervasive character of the erotic 
interest, with stories of masturbation of an experimerttal sort, arousal by watching a 
girl neighbor undress, accompanied by masturbation on his part with the feeling that she 
had been sent to influence him. Actually his heterosexual life had been very meager. 
He was also found to be superficial in his interest, talking glibly about many things but. 
with no penetration, 

He continued to be agitated by his fears over things past, and found many things 
to be suspicious and fearful of in the casual happenings on the ward. He asked fre- 
quently for adviee on rather empty subjects, as: ‘‘Will cigarettes make me less 
virile??? or, *«Is it more manly to give up smoking or not?'' Yet he was also anxious 
for help and was capable of profiting by friendly advice. He had a certain realization 
of his tendency to suspicion. He became more alert and eager when discussing his 
future plans. He was resentful of his mother and cut himself off from correspondence 
with her. 

For awhile he showed steady improvement, with a growing realization of his diffi- 
culties and better use of his opportunities. Then he slumped for the last three months 
of his stay, with widely directed suspicions, and a persistent. effort to prevent bowel 
movements and bladder evacuation. To insure the latter he diminished his food and 
water consumption, and as a result lost much weight and developed a trophie disorder of 
the fingers. He slept well throughout his stay. All the while he retained a certain 
recognition that he was ill, but his one desire was to get well so that he might join the 
girl. 

He was discharged on March 30, 1935, to the care of a paternal aunt. Within a few 
days he was hit by a car. He said he had managed it to secure his return to the Clinic. 
The injury was slight. The aunt was all the more determined to cure him at home with 
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divine aid. Shortly after that, he slashed both wrists with a razor blade and was hos 
pitalized and has been in state hospital for the most part since then. In Febru 
1937, he was reported as fearful that persons may harm him and alarmed that over 
hanging objects may fall on him and crush him. He fought with other patients. lle 
appeared to the attendant staff to have suffered a moderate degree of mental deteriora 
tion. 


Comment.—The patient was always shielded and in his small circle 
had had little chanee to brush against the hard realities of life. With 
his eollege experience and his first job there showed an excessive sensi- 
tiveness and eoneern over what others thought about him, leading to an 
impulsive eutting off of potentially profitable relationships. Then there 
developed a host of delusions, weakly systematized at first but gradually 
growing stronger, if more widespread and less ‘t reasonable,” concerning 
the efforts to keep him from the successful pursuit of his autistic love 
object, a girl with whom he had never had much contact, and none at 
all for four years. The reasoning was most circuitous, and the most 
casual eireumstanees were woven into the pattern of reference and special 
significance. This was accompanied by fear of harm at the hands of his 
persecutors. For a while he improved in the hospital, where the same 
delusions appeared in the guise of a conspiracy to help him. This was 
short lived, and he became progressively worse. 

The heredity discloses a reactive depression in the father, with a long- 
standing resentment reaetion following, directed to physicians and espe- 
cially to psychiatrie method. The mother was oversolieitous and domi- 
neering and had made emancipation impossible for the boy. 

The long slow reaction and the relative preservation of the intellectual 
and emotional assets were striking. Notable also was the pure paranoid 
perseeutory reaction without admixture of catatonic features as most of the 
illustrative cases have shown. 

4. The type with affective or pseudoaffective features poses а most 
interesting problem. Pseudoaffective features are not uncommon; in 
fact, their presence may be said to be the rule. Usually the secondary 
character of the affect is to be noted in the lack of systematization of 
the behavior along set affective lines, as seen in thymergasia. Sometimes 
the affective features include definite phases with depression and excite- 
ment. The outlook is better the more closely the affective features are 
organized along thymergasie lines. Strange affective equivalents may 
oceur, as, for example, a diurnal change in the type of auditory halluei- 
nation, so that lilting dance musie may be heard at one time of day and 
stately funereal musie at another. 


Case 6566.—Mr. J. W. S., aged 25 years, single, insurance collector, Protestant, was 
admitted to the Henry Phipps Psychiatric Clinic Sept. 19, 1932; discharged November 
6, 1932. 
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A mild, retiring, daydreaming young man became very concerned and depressed 
over his sexual desires and was unable to square them with his religious ideals. 
His mother’s death precipitated an acute emotional upheaval, and he talked pecul- 
iarly for a short while. Then followed brooding, preoccupation, inconstant depres- 
sion and guilt feelings, more religious interest, with a slump in his productive 
efforts. Finally in church he experienced a salvation experience, saw Christ, and 
felt himself forgiven and that all was well. This foreshadowed a condensation of 
the religious and sexual needs, so that he became Christ and the Sun with unlimited 
power for good by day, and a film actress at once his fiancée, and the Church, 
his Bride. This fancy became the burning actuality of life for him and led him to 
peculiar activity which ended with the police finding him in a quest for the girl. 
The hospital period since has been marked by a quiet complacence which admitted 
little or nothing more in content, changing to a marked stupor as an atonement 
reaction for his sins, then to a paranoid reaction with blame of the environment 
for his condition and denial of anything wrong with him. 

The constitutional features were of the sort to favor such a reaction. The 
heredity was not unusual. abs 


The patient was brought to the Olinie by his brothers. He said he had had a 
‘nervous breakdown’? and came for a rest. He had been feeling ‘‘terrible’’ because 
of the sins he had committed, but he was all right again, The brothers said that since 
April the patient had retired more and more into himself, thought that he had been 
guilty of trivial sins against people and had insisted upon making apologies and that 
he had ideas of surveillance by television, He had fits of erying and laughing and 
had stayed out all night a week before, searching for a film actress with whom he 
fancied himself in love. 

Aceording to the brothers, the patient appeared as usual until the end of April, 1932, 
when he began to complain of sleeplessness and nervousness which he attributed to over- 
work, He consulted his physician who prescribed some hypnotic medication, but the pa- 
tient refused to take any after the first dose, declaring it to be ‹‹ доре.’ He became 
more quiet, dull, withdrawn, and abstracted. He could not concentrate and was con- 
stantly daydreaming. He never seemed to hear anything said to him. On returning 
from work in the evenings, he would go to bed and read the Bible for hours. He re- 
sisted his brothers’ efforts to interest him in social events., He appeared depressed and 
downhearted but not consistently so. He said everything was wrong and aceused him- 
self of income tax evasion several years previously. He declared he had maligned peo- 
ple by saying foolish things in a joking manner about them. He went around 
apologizing to all sorts of people for things he had said. He said that the devil had 
told him to kill himself, that people were trying to get insurance from him on false 
claims, and that a woman had deceived him by putting a plaster baby in a coffin and 
entering a claim. He seemed dazed and «far away.’’ He lost interest in his previous 
pursuits, as sports and pool. In June he was very depressed and lay sobbing across 
his bed for hours. He said everything was changed; people were treating him differ- 
ently and were not talking to him as formerly. Everything he did was observed and 
broadeast by television and radio. His best friend repeated all his confidences. In 
August he was less depressed, and the weeping was replaced by fits of heavy laughter 
lasting for hours. He realized that his laughter was abnormal and offered in explana- 
tion only vague statements of *(funny thoughts." One week before admission he 
remained out all night and was found by a policeman in the early hours going from 
door to door looking for a movie actress, whom he wrongly declared to be in the town. 
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He had been noted for several days clasping this girl’s picture to his heart. He also 
had carried about with him his sister's lipstick and rouge which he later identified ss 
the property of the movie actress. 

The patient corroborated this story with a few additional details. In April he felt 
heavy-hearted and rejected by his friends, In May his sleep suffered from worry ‘Cas 
bad as if knives were going through you." He wanted to die but could not. lt was ull 
a deserved punishment, for income tax evasion, etc. He became the object of sur 
veillance by television, the government 's method of keeping check on him. At first he 
could not weep, but one day in ehurch, because of the prayers of people for him, he 
broke into a flood of tears. During the spell he had a vision of Christ on the cross, 
perfectly clear and vivid. The next moment the picture changed, and he saw Christ 
exalted looking down on him with outstretched arms. This vision, lasting only a few 
moments, he describes as the evidence for conviction of sin and forgiveness brought 
about by the love of God. He felt better for a while, but then the depression returned. 
His manager advised him in July to give up work since he had done little useful work 
since May. 


Some time before admission (exact date unspecified) he prayed to God for a life 
plan so that he should be better than he had been. He was willing to go to prison or 
to die if Christ went with him. ‘‘This prayer was said practically through me by Him. 
The words seemed to be forced out of my mouth. He sort of spoke through me.’’ He 
felt better soon after and is certain now that he was forgiven. Everything is different 
and he is a better man. 

Since then he has had uncontrollable fits of laughter, poorly explained. He felt 
‹‹еаву and happy"? in an unaccountable way. He gradually came to realize that through 
the love of God he had been granted the ‘‘power of the sun," that he was in effect 
Christ, with unlimited power for good. He saw the actress in a film, fell in love with 
her, saw her on the streets of his town, and set about finding her, He felt they were 
already ‘‘partly married.’’ 

The patient was the tenth in a family of eleven children. Не was a delicate b: 
the object of more maternal solicitude than the others. He was quick tempered, 
aroused, with tantrums and fears. He talked in his sleep and had nocturnal enure 
to the present. The family moved about a great deal, but he managed to finish the 
eighth grade at the age of 15 years. He had liked school and did well up to the fourth 
grade, but then he lost heart from the numerous changes and did poorly, often playing 
truant. He was shy and bashful with strangers, quiet, and pleasant with a dry sense 
of humor, He played games, had friends, and seemed in no wise unusual. After leav- 
ing school he had many jobs, never seeming to find more than a transient interest in any 
one until four years before admission, when he found a comfortable niche as an insur- 
ance salesman and collector. He liked this work, overcame his shyness, and did very 
well at it. 

He liked girls but was unable to remain attached for long to any one. He was at- 
tracted to a cousin and told his mother she was the only girl he had ever really loved, 
but he seemed not greatly concerned when she married another. He never spoke of 
marriage until the last year when he mentioned rather vaguely a wish to have a regular 
girl and to settle down. He preferred men friends. He had sex relations irregularly 
from the age of 12 to 15 years. From 15 to 18 years there was the idealistie and 
romantic affection for the cousin, yet with intercourse regularly with others. There- 
after sex relations decreased in frequency. After coitus he always felt disgust and 
remorse and self-blame for the failure to live up to his religious ideals. Three years 
before admission he contracted gonorrhea, and the fact distressed him greatly. The 
infection was soon cured, Masturbation occurred infrequently from the age of 14 years 
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io 24 years. Nocturnal emissions were rare. He said the sex urge was strong and had 
to be relieved by coitus or masturbation. The sex desire practically vanished with the 
present illness. 

He was much attached to his mother, and at the time of her death in February, 1931, 
he was said to have ‘‘talked funny." He knew for months that she was dying with 
cancer, yet seemed unprepared for her death. He got on well with his father and 
siblings. 

He was described as quiet, unassertive, unambitious, but usually cheerful and sociable, 
Не enjoyed parties and sports. He was quick tempered and had little control when 
aroused. He described himself as shy, sensitive, and easily wounded by a harsh word. 
Не had had to learn to mix with others and had accomplished this only in the last 
few years, He had tended to daydream all his life, seeking his gratifications in this 
manner rather than in action, Не was a severe self-critic and compared himself un- 
favorably with others. He worked in fits and starts, varying from great interest to 
neglect. He was an active church member and officer. 

The family history records no nervous or mental diseases. The mother was cheerful 
and uneomplaining; the father energetic, hard working, cheerful, sociable, with a 
tendeney to worry. 

On admission the patient was quiet and pleasant, preoceupied and distracted, with- 
out initiative, He entered the ward life in a disinterested fashion. He was aimless in 
his movements and completely without embarrassment, and he accepted the situation 
too easily. There was no motility disorder. The stream of talk was not unusual except 
when he was questioned on his delusions, when it became vague, diffuse, and difficult. 
to follow. He parried most questions with ‘*What did you вау??? The mood was 
apathetic and disinterested, at times with vague uneasiness, discontent, and unhappiness 
at not yet having found the actress. 

The content was predominantly of two sorts: (1) passivity, in being the object of 
surveillance by television, in God speaking through him, in having thoughts put into his 
head by God; (2) autistie fancies—through God’s love he had become the Sun, 
equivalent to Christ; he was ‘‘ partly married’? to the actress, This latter he explained 
in this fashion: he was Christ, she the Chureh, and he meant to marry her as Christ 
chose the Chureh for a Bride. 

He had no auditory hallueinations but had seen Christ and at other times spirits. 
He read personal reference into newspaper artieles, Everything seemed brighter and 
more splendid to him since his sins had been forgiven. 2 

The sensorium and intellectual resources were not unusual. There was no effective 
insight. In the Hausmann test he failed to detect most of the absurdities, in spite of 
a fair performance with the symbol marking and the Army Alpha test No. 6. 

Physical examination revealed an asthenie man, 22 pounds under his ideal weight, 
but without recent weight loss. The features were delicately modelled, the face 
smoothed out and lacking in expression. There was a fully compensated mitral in- 
sufficiency of rheumatic origin. Б 

During the clinie stay he remained essentially unchanged, apathetic, daydreaming, 
uninterested. For the most part he was in remarkably good humor, only at the end 
becoming annoyed and resentful of being in hospital and desiring the opportunity to 
pursue his quest for his ‘‘celestial fiancée.’’ He volunteered nothing more concerning 
his delusions. He was taken home by the family against advice. 

For about three months after discharge there was no mention of his delusions, and 
he appeared rather well to May, 1933. At that time he declared he had failed to carry 
out God's instructions to him in that he took up smoking after leaving the Clinic, and 
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for this he felt he must atone by starving himself. He became mute and refused food; 
he had to be admitted to the state hospital on May 24, 1933, where he had to be tube 
fed. He improved slowly and was taken out of hospital by а sister against advice or 
Oct. 15, 1933. On Nov. 98, 1933, he was readmitted because he had remained in hi: 
room lying on the bed, eating little. He was stuporous and apparently had not shaved 
since discharge. He remained mute, requiring tube feeding, resistive. On only one 
oecasion of a visit with relatives he suddenly appeared alert and talked for about an 
hour, relapsing as suddenly into the stupor. He gradually improved and was allowed 
to go home for an extended visit late in 1934. 

On April 27, 1935, he was returned to the hospital in a disturbed condition, talking 
yolubly. He belligerently denied any reason for being in hospital and yet said the 
doetors eould but would not help him to get well. He spoke of a «(Hawaiian tube’’ 
introduced by the doctors into his rectum. He wrote letters to all sorts of leg 
authorities protesting his detention, and blamed his people and the sheriff for bringing 
him to hospital. He had somesthetie hallucinations (of a variety not better defined 
in the record). He was combative and hostile. The orientation was good, and his per- 
formance of the tests for intellectual assets was rather good. He has remained in the 
hospital since. 


Comment.—The case shows an interesting progression of events with 
à depressive onset, leading to a salvation experienee and catatonic sub- 
missive reaetion, followed by a florid paranoid reaction as а protest 
against his enforced detention. 

Neurotic traits and a retiring disposition marked his early life. Poor 
application, a tendency to take the easy course, and an inability to find 
lasting satisfaction in work and in his social and sexual life all point to 
inadequate adjustment to reality. He habitually took refuge in day- 
dreams and found gratification in them. He seemed to have found his 
niche in the insurance work of the four years preceding admission. The 
discord between his religious ideals and his desire for sexual gratification 
was a disturbing challenge. His mother’s death precipitated an emo- 
tional upset of depressive sort with some disorder in speech (and think- 
ing). Since then there was a deepening and intensification of the sexual- 
religious disharmony, which he finally solved by a religious salvation 
experience, with visual hallucinations, followed by a feeling of all’s well, 
autistic identification of himself and the film actress in dual roles effect- 
ing a union of the religious and the sexual needs in symbolic form. Yet 
this was not entirely an empty symbolism, for he set about to achieve 
the sexual and spiritual union, with a fine disregard for the realities of 
the actual situation, in a delusional belief obviously arising in his own 
emotional needs. 

The catatonic stupor must be regarded as a passivity submissive reat- 
tion, a gesture of atonement for his sins. The precursors for this were 
already evident during the elinie stay in his acceptance of the role of 
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Christ and of the sun, etc., as well as for the paranoid reaction which fol- 
lowed some time later, with his belligerent denial of anything being wrong 
with him and the shift of blame for his predicament on to others. 

The brothers commented that, even when he appeared most depressed, 

the reaction was not consistent. It appeared hollow and never of a sort 
to arouse sympathetic understanding in his fellows. The inconsistency 
of this reaction is much like the sudden shift from stupor to alert respon- 
siveness in the catatonic state. 
The constitutional features were clearly of a sort to favor development 
of such a reaction. All that was needed was a sufficient precipitating 
cause, and this was found in the emotional blow occasioned by the death 
;f his mother to whom he was bound by a deep and intimate emotional tie. 
5. The type with confusion and delirium-like features for the most 
part is a transitional phase to other more settled varieties noted above. 
The reaction indicates serious impairment of the thinking processes, and 
ie outlook is grave. То be distinguished from this are less grave panic 
states, especially those occurring in the feebleminded, where the outlook 
is better, and actual delirious processes or intermediate states, as the 
amentias (see the chapter on dysergasia). 


CASE 7480.—Мт. E. J. F., aged 24 years, single, bank clerk, Presbyterian, was ad- 
mitted to the Henry Phipps Psychiatrie Clinie Jan. 7, 1936; discharged June 10, 1936. 


A quiet, shy, ‘‘old-mannish’’ young man, showing a strong urge for advancement 
and temper outbursts when thwarted by what he considered unfair treatment. 
Brooding, seclusion, irrelevant answers to questions, anger outbursts at fancied 
slights, and a marked slump in his efficiency followed almost immediately and pro- 
gressed to the point where he was about to be dismissed. Sleepless nights, fear of 
dopesters after him and his family, and suspicions of his own family’s actions were 
brought to a climax by fearful hallucinations of pistol reports, visions of wild ani- 
mals, which also bit him, with mutism and a pewildered expression, but with com- 
plete orientation. Mild initial fever complicated the interpretation of the situa- 
tion, but seemed finally to be jncidental only to sleeplessness, dehydration, constipa- 
tion, and mild tonsillitis. The course was rapidly downward to reach a stationary 
level with mutism and habit deterioration. 

The complete dynamics are not clear because of his reticence; even the family 


knew little of his inner life. 


The patient was brought to the Clinic after three sleepless nights and days spent in 
restless, suspicious wandering about the house, complaining that he had trouble with 
the glands in his neck, pains in the back, spinal meningitis, and heart trouble, and that 
a ring of dope peddlers was plotting against him. 

The first signs of illness appeared about Sept. 1, 1935, at his work as a bank clerk. 
He was noted to be ‘‘far off’’ at times, immersed in his thoughts, in contrast to his 
usual alert, spontaneous, and energetic manner. In business discussion he brought up 
totally irrelevant details and became resentful when this was called to his attention. 
His usual efficiency suffered progressively, and he began to misconstrue obviously harm- 
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less remarks in an overly sensitive fashion. His family recalled that on arrival home 
from work he complained that he was disliked at the office and would never be given 
a square deal. 

In November, 1935, things came to a head when the manager found the office in total 
digorder and asked the patient about it, since it was his responsibility. The patient 
gave a nonsensical explanation and began à tearful and impassioned oration on the 
need for religion, The manager realized something was wrong and gave the boy an 
other chance in a new job, really a demotion, which did not seem to pother the patient. 
Two weeks before admission the manager asked him casually if he was working hard, 
and this served to touch off a temper outburst, the patient cursing him and starting а 
fist fight. Despite developments he continued to work until January 4. That night 
he slept very poorly and also for the next two nights. He began to complain of glands 
in the neck, pains in the back, and gas on the stomach. He wondered if he had spinal 
meningitis and heart trouble. At times he shook as if having a chill. He talked in 
cessantly about people mistreating him and disliking him. He muttered to himself and 
acted as if people were talking to him. He followed his family about the house, sus- 
picious of their remarks and actions. He said dope peddlers in the office and on the 
streets had it in for him and for the family. He refused to shake hands with the 
physician who was called because he had dope on his hands. That night he got out 
the family's revolver and ammunition and declared he was going out to put an end to 
the ring of dope peddlers. His mother got the gun away from him, and after a sleep- 
Jess night he was brought to the Clinic on Jan. 7, 1936. 

The patient was the oldest of four children, born a year apart, and was distinguished 
from them by his sober, ‘‘old man’? character. His development was not unusual. He 
was graduated from high school at the age of 18 years with a mediocre record. He al- 
ways attended church regularly, read and enjoyed the Bible, and showed an unusual in- 
terest in religion. He began work as a bank clerk after graduation, worked diligently 
and thriftily, and after two years quit because he was refused a raise, He held odd jobs 
for two years, then got another bank job, with a considerable raise in salary (but still 
poor). At the end of the first year he asked for a raise and became very angry when 
it was refused. It was explained to him that his work was satisfactory but that he 
was simply not yet entitled to a raise. This preceded only a short while the first signs 
of trouble. 

Little was known of his sexual life. His parents early warned him that masturbation 
led to insanity. He never went with girls, nor was he known to masturbate. He never 
drank alcohol. 

He was always serious and sober, even as a child never given to play; he was à 
plugger at his work and study, Shy, seclusive, sensitive, and rigid, he avoided his 
fellows, even his own brothers. He spent his leisure reading daily papers and fiction of 
the Zane Grey type. 

The father was a solid citizen, sympathetic with his children, somewhat quiet and 
tense, a pillar in the church, The mother was perhaps somewhat oversolicitous of the 
patient but was essentially calm and stable. A maternal aunt had a reactive depression 
from which she recovered. The patient’s 3 brothers were all outgoing and stable. The 
home life was always harmonious, but the brothers had poked fun at the patient for 
his old-mannishness. ; 

Awaiting admission to the Clinic he was fearful and said he heard pistol reports 
about him. After entering the ward he was quiet, but appeared fearful, starting at 
every noise, There was unprovoked smiling. At times he placed his hands over his 
heart, abdomen, or forehead and groaned, complaining as noted above. He hinted that 
he heard his name called, that the food was poisoned and that dope was being used, 
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He said he had a duty to fulfill: to see that everyone got a square deal. He had 
visions and knew that someone was watching him. He felt he had to ‘‘take it on the 
chin and like it.'" He was oriented for time, place, and person, and the intellectual 
assets appeared unimpaired, Aside from the expressions of fear, he declared his spirits 
to be ‘‘pretty good,’’ and indeed he appeared in neutral mood. 

He was an undernourished and poorly developed man of asthenic habitus, who looked 
several years younger than his age. He was 32 pounds under his calculated ideal weight. 
The further physical examination disclosed a rectal temperature of 101° F., pulse 75 per 
minute, cryptic tonsils with some exudate present, white cell count of 5,900 with a 
normal differential count, and a sedimentation rate of 11 mm. in the first hour. The 
skin resistance was: palm-palm 50,000 ohms, back-back 300,000 ohms, indicating 
marked tension. Lumbar puncture findings ‘were normal. The blood bromide content 
was only 25 mg. per cent. 

The mild temperature elevation continued for four days, and the sleep was restless 
for a few nights. Thereafter the physical factors subsided, He remained fearful and 
appeared bewildered, saying he saw wolverines, bats, and snakes as frescoes on the 
walls near the ceiling, He felt them biting him. He saw gangsters at the windows 
pointing guns at him. The visual hallucinations were not colored, nor allocated to any 
special portion of the visual field. He told the nurse taking his pulse that the acid in 
his body was drawing out her blood. He winked and smiled without provocation. He 
talked of lowering Jesus from the cross; then said he could not do it. He declared he 
was a person with two minds. 

There were periods of mutism, in which he would answer questions by writing, show- 
ing unfinished sentences and mutilated words, indicating the same content. Twice 
while taking a continuous tub, he suddenly leaped out, yelling, ‘‘Snakes!’’ On a few 
oceasions he exposed his genitals to the nurses, but not in an aggressive way, After 
an initial weight loss from 103 to 98 pounds, he gained steadily to 111 pounds, The 
sleep was very spotty throughout, even with the help of sedative medication. (See 
sample behayior and sleep charts, Figs. 54 and 55.) 

He was transferred to state hospital for shock treatment. His further course has not 
been good. He has suffered a marked slump in his general performance and habits and 
has remained for the most part mute. 


Comment.—This is essentially a paranoid type of parergasic reaction, 
precipitated by lack of recognition and advancement according to the 
patient’s demands, with a projection system of hostile influence respon- 
sible for his failure. The acute episode which brought the patient to the 
Clinic with bewilderment, panie, vivid visual and auditory hallueina- 
tions, in part only corroboration of the fear, of a rather impersonal sort, 
suggested a toxie state. This was further suggested by the mild fever 
persisting for four days in Clinic. 

That this was no true delirium is certain from the complete orientation 
throughout, and by the persistence, even exacerbation, of the visual and 
auditory hallucinations after all suspiciously toxie features were past. 
The mild fever was probably related to the condition of the tonsils, dehy- 
dration, sleeplessness for several nights, and constipation, all of which 
yielded easily to treatment. 

The course was one of rapid deterioration. 
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6. The types with psychoneurotic manifestations are also likely to be 
only transitional phases to other more settled types, eatatonie or paranoid. 
The type is of great importance since there are fundamental differences 
in treatment for psychoneuroses and for parergasia with psyehoneurotie 
manifestations. Am interesting development is that seen in eases with 
obsessions and eompulsions when the autopsychic origin of the phenomena 


gives way to belief in an allopsychie origin with passive submission. The 
same phenomenon may be seen in the hysterical types also. 


Case 6339—Mr. H. L. Bọ, aged 24 years, single, law student, was admitted to the 
Henry Phipps Psychiatric Clinic on Nov. 27, 1931; discharged March 17, 1932. 


A brief febrile illness in 1926 was followed by a long convalescence with fatigue, 
making his first year of college very hard to endure. Good health and school work 
for two more years were followed by headaches, profound fatigue, and dissatisfaction 
in a setting of a choice of law as a career under the influence of paternal pressure 
to follow in the father’s steps. The school years were then colored by hypochon- 
driacal complaint and examination panics, with makeshift rest cures, etc. each of 
which only meant a return to the unwanted situation. Finally in his second year 
of law school proper, he had an examination panic when he feared insanity (1951). 
This was followed by paranoid projections, with delusion of a situation specially 
made for his benefit, misidentifications, queer posture, eating feces, disjointea 
talk, aggressive assault, homosexual preoccupations, delusions of being watched, 
doped, etc. 

The family showed eccentricities on both sides, but the most important features 
were to be found in the immediate home situation with its violent quarrelling and 
the example of a disappointed but brilliant father who demanded he follow in his 
footsteps. All this acted on a brilliant, conscientious, unaggressive boy, with 
definite talents but without capacity for emancipation. 


The patient was brought to the Clinie by his parents from a private sanitarium 40 
which he had gone from law school on Nov. 18, 1931, with the complaints of frontal 
headache, fatigue, and difficulty in concentration. ‘Transfer had been arranged after 
the patient began to be confused and thought that public talk was directed to him, 
that the papers were special editions printed for his benefit, and that the patients 
and physicians were under assumed names, really people put there to help him. 

The onset was insidious six years before, in 1926. He had graduated from high 
school with a brilliant all-round record. In the summer while in training for the 
national tennis tournament matches he had a short febrile illness with gastrointestinal 
disturbances. Recovery was slow, and he felt bad throughout the summer and into the 
fall when he entered his father’s college. He dragged through the school year and felt 
worn out by spring. He wanted to play tennis, but his father wanted him to play 
baseball. He compromised by playing both, was a miserable baseball player; but 
made the freshman team. During the summer of 1926 he went on a pack trip with 
friends and returned in good condition. He did well the next two years in school, but 
walked in a tired fashion; he appeared listless and was timid and lacking in social poise. 
He managed finally to gain his father’s old job as manager of the football team. 

Trouble began piling up with the fourth year of college, which also was the first 
year of law school. He did not want to take law, but his father, a brilliant, successful 
lawyer, wanted it, The patient had worked on a geodetic survey the previous summer 
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and wanted to continue this outdoor work. He took the first examinations in December, 
1928, then fell ill with influenza. He went home, thought he was dying, but recovered 
in the usual time, On return to school in January, 1929, severe headaches interfered 
with the hard work making up for lost time. In February, 1929, he had an emergency 
appendectomy, and rested at home for two weeks. On return he ‘<collapsed,’? was tired 
out, could not concentrate, and said his mind would not function. He went home, com- 
plaining of headache, fatigue and nervous indigestion. He seemed worried and dis- 
tressed over losing time but was not depressed. He did not return to school that year, 
lived outdoors, and was completely exhausted after a golf game. 


The fall of 1929 he returned to law school to finish the year. He lasted only a few 
days because of vomiting and nervousness. He had a high-pitched, excited laugh, and 
could not concentrate on his studies. He entered a general hospital where he was put 
to bed with foreed feedings and gained 20 pounds in four weeks. He returned to col- 
lege in the spring and finished the year with Phi Beta Kappa and was an editor of 
the law review. He seemed well during the summer as counsellor at a boys’ camp. 

In the fall of 1930 he returned for his second year of law, at his parents’ insistence. 
The father had objected to his living in the fraternity house because there was too 
much social life, but the patient deliberately left his boarding house and went to the 
fraternity house to live. Also he paid only one semester’s tuition, and previously he 
had paid for a full year, In November he wrote his parents that he was giving up 
law, but he was dissuaded by them on the ground that jobs were hard to get and the 
law was a good preparation for almost anything to follow. He agreed to stay with it. 
He was very disturbed by examinations, couldn’t concentrate, was so afraid he wanted 
to climb in bed with another boy in the night, and took caffeine to help him through the 
actual ordeal. He telegraphed the parents that he couldn't go on; despite their reply 
to continue, he left school. He was so discouraged that he did not inquire for his mark 
until a year later, to find it was 93. 

The family were upset by the turn of events and urged him to return to school, His 
father told him the courageous thing was to finish law if it took twelve years. He 
refused, but a few days later capitulated and offered to return, Immediately he was 
prostrated by exhaustion when in any company. He suffered from violent headaches. 
Не was taken to see the physician who had put 20 pounds on him in four weeks before. 
He did well under the physician’s care and after а few weeks tried to find a job. He 
was diseoneerted at not immediately being given work but finally settled down at a 
menial job which he did not like. After a few weeks of this his family were pleased 
when he announced that a return to law school was the best thing for him and agreed 
with his suggestion that he work with the geodetic party for the summer. He enjoyed 
this and looked and felt well, except for violent headaehes while working in the heat. 

As he began to pack his bags to return to school, the weak condition came over 
him like a wave. He could not sleep on the train. Headaches appeared on his 
arrival and were so severe that he was confused and could not attend classes, or, when he 
did go, he could not grasp the material. He was visited by his mother and while 
with her went limp and could not walk. He was desperate about leaving school. After 
mueh vaeillation and against his father’s instructions he quit school, mortified at what 
others would think of him, declaring he had no ‘‘guts.’’ 

From that time on, October, 1931, he was never normal. His sleep was poor, and 
he was sure he was going to die. He said to his father, “І am losing my mind and 
I want to do it right. Get me a gun’’; and to his mother, *«If I don't pull through, I 
want you to know I know our spirits will always be together. My nerves are rapidly go- 
ing." He thereupon was taken to the private sanitarium, from where he was trang- 
ferred to the Phipps Clinie, 
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The patient was the oldest of three children. He bit his nails, and was spanked 
for doing it. His development was not unusual. The school record was splendid. The 
parents did not get on well together. The father was a brilliant lawyer, high-strunz. 
who had had nervous indigestion in his college days. He was & hard worker, always 
“сар and down," vomited before every trial, an assistant counsellor of a large firm, who 
resigned, two years before the patient's admission, in a fit of temper when a coveted job 
was offered him without all the perquisites he thought should be attached to it. The 
paternal grandfather was senile in his late years and previously was alternately a success 
and a complete failure. The paternal grandmother was brilliant, eccentric. The mother 
was the daughter of a famous general in the army, spoiled, petted, conscientious, less 
driving with the patient than the father. One maternal aunt was *(queer?? and had 
a germ phobia. A maternal uncle was a wastrel, who thought the world owed him a 
living, brilliant, likable, alcoholic., He took up Christian Science after a panicky 
episode in which he feared insanity. 

The patient was described as much like his father, high-strung, docile, conscientious, 
and found life a great strain. People liked him, and he had no enemies. He wis 
tolerant, thoughtful, unselfish, sensitive. He was magnificent at most sports and yet 
had a certain lack of aggressiveness. He admitted errors freely and worried whether 
he were responsible for the illness. "His mother tried to help him overcome his sense 
ness by forcing him into social life. She thought he was a bit lazy and not persistent 
enough. He was brilliant in school. He respected and obeyed his father, was easily led 
by others, yet himself was a leader in college. 

On admission he was quiet, anxious to please, respectful. The speech was expression- 
less, rambling, and empty. Concentration was difficult and he complained of periods 
when he was ‘‘mixed up’? because of the number of people, and not knowing what to 
do. Orientation was normal, and the intellectual assets appeared intact to formal ques 
tioning. Yet he missed the absurdities in the Hausmann test in spite of a good per- 
formance in the symbol marking and the Army Alpha tests. He spoke rather vaguely 
of depression, was uncertain of the real status of the other patients, and described the 
general talk as directed to him. 

The physical examination, including laboratory tests, was normal, 

In the Clinic he was polite, interested, and established good rapport, and wrote 
letters applying for work. Then he began to be more quiet, assumed queer postures, and 
had to be transferred to a disturbed ward where he defecated in the tub, ate feces in 
order ‘‘to try out different things,’’ and talked in a disorganized fashion about his de- 
sire to marry the ward nurse whom he fancied as someone else, to destroy Russian cities 
by bombing them from an airplane so that the British could go in and assume control of 
the country, to join the British Army because he was opposed to Gandhi and liked polo. 
The barking of dogs meant signals, expressing ‘‘ different ideas, interrelation of people; 
some walk with tears in their eyes." People began to hear and understand his mutter- 
ing because of amplifiers about the ward. He became almost mute, suddenly struck 
another patient in the face because he felt that ‹‹ еу?” insinuated that he might be 
either masculine or feminine. He misidentified various patients and felt the patients 
were impersonating various women, including his mother. ү 

Не was taken in care of a physician to a farm in Maryland against the advice of 
the Clinic. Here he was at first more cheerful, then felt others said nasty things 
about him and put saltpeter in his food. He refused food and had to be hospitalized on 
May 8, 1932. He became more withdrawn, antagonistic, and assaultative, and he was 
transferred again on Jan. 13, 1933. He remained there to Oct. 27, 1934, wrapped up in 
autistic fancies, From then to January, 1935, he lived on a western ranch where he 
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was unhappy. Since then he has lived alone, in and out of hotels, and went to Paris 
twice to escape the parents’ domination. He felt he was watched, and he was ex- 
travagant with his money. He obtained a solo pilot’s license. 

He was readmitted to hospital on Jan. 29, 1936, when he walked through the hotel 
hall in his pajamas. His talk was abundant and somewhat disorganized with rare 
neologism. He has been at another private hospital for mental disease since Feb. 13, 
1936, excited, noisy, threatening, agitated, and full of paranoid delusions. 


Comment.—The long hypochondriacal illness in a setting of parental 
pushing and lack of emancipation from the home culminated in an in- 
sanity panic from which he never recovered. There followed peculiar 
attitudes, habit disorganization, disjointed thought and speech processes, 
impulsive aggressive behavior, outbursts of sexual urges, and paranoid 
delusions of being watched, doped, ete. The headaches and fatigue have 
been prominent throughout. 

Despite the history of strong family peculiarities he seemed endowed 
with much talent and considerable balance as a youth, and the outcome 
in this case seems particularly attributable to the poor parental handling 
and to inadequate medical appreciation of the depth of the trouble in its 
early stages. Clearly fattening him up for further slaughter was no 
proper treatment. Even when he told them on one occasion that his 
trouble was mental, his statement fell on deaf ears. 

The influence of the febrile illness at the onset in determining the direc- 
tion of the later hypochondriacal (substitutive) complaints may be con- 
sidered but not finally determined. 

Diagnostically the parergasic reaction fell into phases with predomi- 
nantly hypochondriacal, catatonic (submission), and paranoid features. 


Case 6032-15.—Miss S. R., aged 31 years, college teacher, Presbyterian, was admitted 
to the Henry Phipps Psychiatrie Clinic on Nov. 21, 1930; discharged Jan, 30, 1931. 


Following an auto accident with minor injuries to back and leg, the patient, a 
hard working, popular teacher, out to vindicate her father’s reputation, began having 
attacks called ‘‘sleep,’’ lasting from 18 to 24 hours, in which the flushed face was 
the only observable sign of change and the usual features of real sleep were 
absent. She talked of things with no recognition later of having discussed them. 
In the attacks she seemed to feel she was pack at the place and time at which the 
accident occurred. She resented the Clinic, was suspicious of tests and treatment 
procedures, but on the whole was cheerful. She left against advice, after having 
refused hypnosis as a treatment method. She began to feel talked about, said that 
she had been hypnotized in the Clinic, the procedure having been some sort of 
sexual act, that the Clinic had failed to ‘‘unhypnotize’’ her, and that this had to be 
accomplished by sexual intercourse with her referring physician. Suddenly she felt 
she could not marry and have children because of some uterine change due to sexual 
tension from a broken engagement in 1920. Then she became panicky for her 
sanity, for such groundless ideas could only mean she was insane. Soon strangers 
were talking of her; newspaper comments referred to her; she was married to the 
referring physician; and her actions were controlled through hypnosis by a dozen 
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people, all working in different directions. She was confused, became dishevelled, and 
developed a silly laugh. In another hospital she was combative and threatening. 
then suddenly became mute and catatonic, remaining so until a visit from her family 
when she snapped back into the appearance of relative composure and alertness 
and told of persecution at the hands of the hospital. She was removed by the family 

In the family history the father had suffered a late reactive depression, attempted 
suicide twice, and finally died of uremia from kidney damage inflicted in one of the 
attempts. 


The patient was referred to the Clinic because of attacks of *(gleep?! of 12 to ?4 
hours? duration, oceurring about once weekly since September, 1930, which interfered 
with her work as a teacher of botany in an eastern college. 

During the summer of 1930 the patient was attempting to complete the work toward 
a doctor’s degree in botany at a midwestern university. On July 20, 1930, she was in 
an accident with 3 other people, when the саг overturned. Her only injuries were a 


contusion of the back and superficial lacerations of the leg. After a few days in the 


infirmary she returned to work but found her back was still painful, and she vomit 
when under pressure. Diathermy treatment for the back was ordered, and after the 
second the pain stopped abruptly and she ‘‘slept’’ for 18 hours. After the fourth treat 
ment two days later, she felt queer" while dressing, and on the way home leaned 
against a telephone pole and fell asleep. She recalls nothing until she said “© goodbye’ 
to a man who had escorted her to her own doorstep. After this she went to her sister's 
home in the west, and during the rest of the summer she had many such attacks. After 
return to school on September 20, others commented on her tendency to sleep 18 out of 
24 hours. Her work was marked by careless mistakes, and she was teased by her 
workers. On September 28 she went to bed after breakfast and was conscious of 
nothing until the following morning. Friends who saw her during this period report 
that her eyes were open, the face was flushed, and the pulse was slow. She answered 
questions in a mechanieal fashion and handled a tea eup awkwardly. This was the 
first of a series of attacks which occurred weekly to the time of admission here. Be- 
tween October 2 and October 7 she was examined in another hospital where the ph ysical 
condition was found to be good and transfer to the Clinie was arranged. 

The patient was the youngest of three children of a botany professor. She developed 
precociously. There were no neurotic traits as a child. She played constantly with 
her brother, a year older, but she was not allowed to proceed as fast in school as she 
could have because he must remain ahead. She graduated from college and took her 
master’s degree in botany under her father. She then taught in an eastern college, with 
leaves of absence for teaching elsewhere and for work toward the doctorate in botany. 
She probably studied botany as much as anything because of her attachment to her 
father and as a vindication of him, for she had considered him badly treated in the 
academic world a few years before. 

She was active in college life, a leader. She had many superficial, but few intimate 
friends. Little was known of her sex life. She denied masturbation, and no homosexual 
relationships were known. In college she was engaged, but this was broken by common 
consent, Yet she was upset when the man later married a cousin of hers whom she dis- 
liked. In December, 1928, she decided to marry a botany teacher 10 years older than her- 
self, but a year later broke the engagement with the realization that her decision had 
been made more on the desire for a home than for any affection for him. Shortly before 
the accident she had become infatuated with a younger brother of a family friend, but 
she was surprised and perplexed by current stories of his promiscuity. On admission she 
stated she was in love with a man who knew nothing of her interest. Her ambitions 
were to complete the work of the doctorate for her father’s sake, to arrange for her 
widowed mother’s care, and then to marry and have a home of her own. 
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The father died in 1923 of uremia, probably the result of a dose of poison taken 
in one of two suicidal attempts during a depression following on the blow to his 
academic standing in 1922. The family history was otherwise completely negative for 
mental disease. 


On admission, the patient presented a dysplastic appearance, with broad shoulders, 
narrow hips, and disproportionately thin wrists and ankles. The physical examination 
was otherwise not unusual. 

For the first few days she was *'asleep' most of the time. When addressed, she 
would sit up in bed slowly and would invariably respond in a monotonous tone, “Did you 
want something?’ Questioning elicited the impression that she thought the time was 
the summer of 1930, and the place the western university at which she was working 
when the accident occurred. The face was flushed, but there was no alteration in 
blood pressure, pulse rate, temperature, or neurological findings during the ‘‘sleep’’ 
state, "The normal skin resistance seemed effectively to rule out narcolepsy or sleep. 
When awake she appeared quite normal except that she showed more than ordinary 
resentment at the ward rules and a great curiosity about the reasons for minor details. 
For the most part she seemed happy, but she was easily irritated and cried readily. She 
said she was suspicious and had a tendency **to put things together in the wrong мау?’ 
and to worry about them. The sensorium was normal and the intellectual resources 
were intact, except that she repeated only 5 digits forward. 

She was resentful of the Clinic and suspected ulterior meanings in all examinations 
and efforts at therapy. The ‘‘sleep’’ attacks diminished in frequency and finally dis- 
appeared except when she spoke of her father’s death, or her annoyance with treatment. 
She always appeared apologetic after waking and expressed the concern lest she have 
an attack before other patients and say things she did not want to say. When awake 
she had no knowledge of what she talked of in the attacks and denied saying them 
when they were mentioned to her. When hypnosis was suggested to her as a means of 
treatment, she recoiled, feeling that it was a measure to get her to expose herself in talk. 
Perhaps in order to ease what she must have felt as therapeutic pressure on her, she told 
reluctantly but with relief of a sexual assault made on her by one of her previous physi- 
cians. The actual details were not convincing of such an interpretation. 

She was so uncomfortable under the Clinic regime that she was discharged before 
the ease was at all clearly understood, although the hysterical character of the attacks 
seemed well founded. 

She returned to work, but things did not go well. “She was discouraged and cried 
frequently. There were only a few sleeping attacks. In March, 1931, she had to lecture 
on the reproductive apparatus of plants and became very much upset by it, with rumina- 
tions over her own sexuality. Suddenly the idea came to her, ‘ав! though someone 
had said it?’ to her, that she could never marry and have children, She paid little 
attention to the idea at first, but she could not remain casual toward it a few days 
later when an old mucous colitis flared up, and there was some intestinal bleeding. She 
felt this to be due to a uterine malformation, the result of sex tension following a 
broken engagement in 1920. As suddenly, she then realized the ideas of her sterility 
were groundless, and she became panieky over insanity, feeling that only an insane 
person could have such **funny jdeas.’’ The next step was to fear that while insane 
she would hurt her mother. She thereupon returned to Baltimore to discuss her status 
with the physician. Because of her aversion to the Clinic she was treated as an out- 
patient, living with her mother nearby. 

Queer material was soon evident. She felt that while in the Clinie she, as were all 
patients, had been hypnotized, but, contrary to the usual custom, she had not been 
‘unhypnotized’’ on discharge, and this could only come about through sexual inter- 
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course with the physician who had referred her to the Clinic. The t‘ hypnosis”? at the 
Clinic also was a sexual experience. She spoke of this as her ‘вех complex’? and felt 
people in her college knew of it, citing their talk of divorce and extramarital relations 
as evidence. Then people began talking about her sex complex, and she compared her 
self with another staff member with such ideas, whom she knew to have been in hospit:l 
with a diagnosis of ‘‘dementia praecox.’’ She was panicky over the possibility of 
insanity and of dementia praecox. 

Her ideas became more confused. At times she felt she was married to her previous 
physician, She felt that something was held back and that she was being prepared for 
something special. Medical students at her boarding place began to talk of her and 
to annoy her at the request of the Clinic physician, Casual comments elsewhere and 
newspaper headlines referred to her. Finally she felt that her actions were no longer 
her own but were controlled through hypnosis by 12 different people, and to add to 
the confusion they were pulling in different directions. She misidentified people under 
the influence of her delusions, became dishevelled in appearance, and developed a silly 
laugh. 

She was admitted to another hospital for mental disease, where she remained from 
May 23, 1931, to Sept. 3, 1932. There she was at first confused, recognizing the los- 
pital but feeling it might also be somewhere else; she said her sense for time was 
disturbed. An undated diary was found which told of her fear of insanity and lier 
wondering if sexual intercourse would prevent it. She was combative and threatening 
to other patients, then suddenly became mute and inactive, holding postures for long 
periods of time, with occasional intervals in which she appeared in good rapport, or 
fearful and calling for help. 

On a visit from the family she suddenly became friendly and expressed strong fcel- 
ings of being persecuted by the hospital. The family removed her, taking her home. 
No news of her has been obtainable since. 


Comment.—The case appeared to the referring physician and to the 
Clinic physicians as hysterical in character, i.e., as dissoeiative-dysmnesie 
of a minor sort. In retrospect it is easier to suggest that the intense 
aversion or resentment to the simplest requirements of treatment and 
the elear suspieions of all sorts of test situations and treatment methods 
should have warned of а. тоге serious type of dissociation, namely, the 
schizophrenic. The suggestion for hypnosis as a treatment method seems 
to have furnished a crystallization point for a wealth of content material 
of a projective nature and to have led to passivity feelings and paranoid 
delusions which progressed rapidly and became better systematized. The 
sequenee of resentful hostility and mute stupor marks the patient's efforts 
at aggressive adaptation to paranoid delusions and final submission to the 
feelings of outside influence. Yet she was able to rise to the occasion of 
the family’s visit to demand release from hospital. The sudden changes 
from appearance of profound indifference or resignation to an appearance 
of alertness to the personal well-being are characteristic of the schizophrenic 
reaction in general, and the catatonic variety in particular. It is this 
which makes the concept of deterioration in such conditions very difficult 
to define. 


In retrospect it may be said that the suggestion of hypnosis was ill 
advised despite the utmost care with which it was presented to the pa- 
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tient, as it played into her troubled state giving substance to the sub- 
mission fancies. 

Kraepelin capitalized on the earlier observation of Morel concerning 
the age of onset and the usual termination of the reaction and established 
a large disease entity which, after Morel, he called dementia praecox. 
Never was there a worse caricature of the concept of disease entity, for 
the cause was unknown, the symptomatology was protean, and the course 
and outeome were most variable. The modern German insistence on the 
hereditary characteristics and the elusive ‘‘organic’’ basis mark the 
bankruptey of the original Kraepelinian conception. Bleuler named the 
reaction schizophrenia, by which he aimed to stress the most striking 
clinical features and, as he thought, also the mechanism involved, in a 
splitting of the associative processes. He eventually had to assume a 
basic gliosis, and his later contributions point to a dichotomy of ‘‘pri- 
mary’? symptoms on an organic basis, and of “‘secondary’’ symptoms, an 
essentially psychological superstructure. While the name has come to be 
generally used even in German circles, the concept is not helpful. 

Meyer’s concept of essential habit deterioration on a basis of a peculiar 
constitutional make-up has been the most useful theoretical foundation 
for modern work. The dynamic interpretation has filled a huge gap in 
carlier views of the matter. Nevertheless, every aspect of the problem 
bristles with unanswered questions, and it is safe to say that the schizo- 
phrenia problem embodies the epitome of all psychiatrie thought, investiga- 
tion, and therapeutic effort. 
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CHAPTER XI 
THE SUPPORT DISORDERS (DYSERGASIA) 


THE DELIRIA—FROM TOXIC, INFECTIOUS, METABOLIC, 
CIRCULATORY, AND TRAUMATIC CAUSES 


Under this heading are grouped all those behavior abnormalities di- 
rectly due to disorder of the brain through poor support of its function- 
ing from toxie, infectious (with fever), metabolie, and traumatic causes, 
i.e., from extrinsic factors acting on the brain. 

The prototype of the reaction is delirium, characterized by the fol- 
lowing: 

1. ‘‘Clouding’’ of consciousness, generally of an intermittent sort, so 
that the patient alternates between relatively lucid intervals and periods 
with deficient grasp and orientation or in and out of sleeplike states. 

2. Dreamlike illusional-delusional-hallucinatory phenomena, resulting 
(a) from the poor grasp and orientation and loss of normal eritique (b) 
from the direct irritative effects on the cerebral cortex of the exogenic 
factors, or (c) from a combination of both. The grasp and content dis- 
orders are commonly worse at night when the customary orientation 
guides are obscured, and when vague shadows allow increased oppor- 
tunity for misinterpretation. 

3. An affective state congruous generally with the content, most often 
a state of fear, engendered by the insecurity produced by the poor grasp 
and the content material. 

4. The physical evidences of the basic factors, toxins, infections with 
fever, abnormal metabolic products, circulatory disorder, and trauma. 

It was observed long ago that certain drugs produced decided changes 
in the behavior; in fact, this is the direct cause for the universal use of 
alcohol. It was also noted that different agents produced certain differ- 
ences in the general pattern as noted above. Kraepelin saw in their spec- 
ificity of reaction the best proof for his concept of disease entity, com- 
bining specific cause, specific symptomatology, course, and outcome. His 
school accordingly described many varieties of delirium, with minute 
differential characteristics, as, for example, from alcohol, cocaine, mesca- 
line, ete. This effort led to much fruitful observation but was shown to 
have overshot the mark by the work of Bonhoeffer and his school. The 
latter were impressed more by the similarities than by the differences in 
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the several reactions and described the so-called exogenie or symptomatic 
psychosis, essentially the same as the general dysergasie group, includ- 
ing the prototype, delirium. 

Delirium is generally a transient, kill-or-eure affair, to be treated as 
an incident in a more basic process. In such transient states special 
psychopathological features may also be noted, as, for example, aphasia, 
apraxia, distortion or loss of the postural model of the body, or other 
agnosia, ete. 

The reaction may occasionally terminate in a ehronie state of (1) 
deficit, from destruction of brain tissue, or (2) content disturbance and 
its fixation as paranoid or schizophrenie states, as a sequel to the welling 
up of illusional-delusional-hallueinatory phenomena with their appropriate 
affeets, whieh then proceed to operate by their own rules, after the delirium 
has subsided. 


The deliria most often noted are as follows: 


1. Toxie: 4. Circulatory : 
Aleohol Cardiae decompensation 
Bromide 5. Traumatic; 
Barn Cerebral eoneussion 
Paraldehyde Skull fracture 
Cocaine 
Marihuana 6. Postoperative and post-partum 
Opium states: mixed factors of fever, 
Mescaline infection, metabolie upsets, 
ы with or without paranoid, 
2. Infectious: schizophrenic, or affective fea- 
Pneumonia tures. 
Typhoid fever 
Malaria 
Encephalitis 
3. Metabolic; 
Uremia 
Hyperthyroidism 
Hypoglycemia 
Pernicious anemia 
Pellagra 


Toxemia of pregnancy 
In addition, fever from insolation should be noted. 
A direct action of toxic factors on the cerebral cortex is complicated 
by concomitant factors, such, for example, as vitamin and food deficiency, 
exposure, and lack of bowel regulation in alcoholic bouts. In fatal cases 
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of delirium, generalized edema of the brain is the usual finding. This 
results from (1) the direct toxic action on the blood cerebrospinal fluid 
barrier and (2) the increase in electrolytes in the brain tissue with 
change in osmotic relations with the surrounding fluid. 

In addition to delirium, there are some other important types of dys- 
ergasie reaetions: (a) the hallueinoses and (b) amentia. 

a. Hallucinosis oceurs most commonly as a subacute sequel to acute 
alcoholic delirium. Тһе reaction shows auditory hallucinations, gener- 
ally of a hostile, persecutory, or slanderous sort, commonly addressed to 
the patient in the third person, as if others were talking about him. This 
occurs in the presence of correct formal orientation and grasp, and with 
the affect of fear and suspicion and often of depression accompany ing. 


It may last for several weeks or even months and lead to antisocial acts 
or to suicidal attempts. 
b. Amentia (in the sense of the Viennese group of Stransky and his 


associates, not in the English sense of feeblemindedness) is a rather rare 
condition noted in severe eachectie states and postoperatively, in which 
along with disorder of grasp and orientation, perhaps only of minimal 
degree, is found predominantly an abundanee of incoherent talk with ex- 
citement or elation, or emotional lability. The reaction may last for 
weeks but may be expected to terminate favorably. 


Dysergasie delirium and its variants are to be differentiated from: 
1. Psychogenie¢ delirium, as in hysteria. 
2. Panie states. 


3. Confusional states from thinking disorder incident to content and 
affect reactions. 


Delirium is a reaction potentially possible in everyone. Yet some 
people are peculiarly liable to delirium. Such subjects easily become 
delirious with minor infections, with little fever, with little alcohol, ete. 
The same tendency may be noted in certain families. This can only mean 
an inereased constitutional vulnerability of the brain, or a constitution- 
ally deficient protection to the brain, as in the blood-cerebrospinal fluid 
barrier. 

Bromide Delirium 


This is probably the most common delirium in psychiatric practice 
and in most cases has been induced by the administration of the drug 
for various psychiatric conditions. The sedative effect hoped for has not 
been achieved, the dose is then increased, and before long the patient 
becomes delirious. The condition may be so mild that a patient actually 
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delirious from bromides may walk unattended into psychiatrie clinic for 
consultation. The amount of bromides which may be taken without 
danger of delirium intervening is 4 quite variable matter, dependent on 
many. factors, including age, general health, cardiovascular-renal effi- 
ciency, the salt content of the diet, but also less ponderable factors prob- 
ably reducible to personal idiosynerasy. 

The condition is diagnosed on the basis of (1) a history of having 
taken ‘‘salty medicine” for some weeks, usually in quantities of 3 gm. 
or more daily; (2) blood bromide determination by the method of Wuth, 
as developed in the Henry Phipps Psychiatric Clinie.! (Blood bromide 
readings by this method of 250 mg. per cent and over are compatible in 
most eases with a specific etiological factor for the delirium.) (3) Acne, 
ataxia, dysarthria, and delirium. 

Bromides appear as a constituent in many proprietary medicines and, 
as such, are not generally subject to restrictions on their sale. Cyanosis 
may indicate that bromides have been taken in conjunction with acet- 
anilid. The use of bromides is more extensive in some sections of this 
country than in others; for example, bromide intoxication is more com- 
mon in patients from the southern states than from the northern and 
western states. Geography, however, does not confer immunity against 
unwise medical or pharmaceutical administration, and the condition 
should always be suspected in any patient who has been treated for 
“nervousness” over some weeks with medication. 

The condition may last from only a few days to several weeks, de- 
pending on the original height of the blood bromide level, and the rate 
of exeretion of the bromide under therapy. There commonly is seen a 
definite lag, both in the production of delirium and in its resolution, com- 
parable with the blood bromide level: for instance, while the drug is 
cumulating in the blood, delirium may set in only with a level of 300 mg. 
per cent, but it persists after the level has dropped to 75 mg. per cent. 
This supports the view that the serum bromide determination gives only 
a partial account of the actual status of the nerve cells bathed in the 
cerebrospinal fluid, because of the interposition of the blood-cerebro- 
spinal fluid barrier and the cell membrane itself. The internal economy 
of the cell is tardily influenced by the progressive accumulation of bro- 
mide in the surrounding fluid and likewise tardily gives up its bromide 
load to the surrounding fluid when excretion in the urine and perspira- 
tion exceeds intake. The practical clinical result is that delirium or its 
partial residuals may persist for some time, up to two to three weeks 
after the blood bromide level has fallen to a nontoxic height, i.e., under 
200-250 mg. per cent. 

Attempts have been made to find specific types of visual hallucina- 


tions in the disorder: as the size and color of the objects seen. Experi- 
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ence at the Clinic has not led to any pathognomonie data of such sori 
Auditory hallucinations are less common in the condition. 

Of importance in relation to bromide administration, as for all other 
potentially delirium-producing drugs, is to note that old age, arterio 
sclerosis, hypertension, reduced kidney funetion, and infection all in- 
erease the hazards of delirium through their capacity for making an 
increased quantity of the drug efective on the cerebrum, through re 
duced excretion rate or through a decrease in the blood-eerebrospin:! 
fluid barrier. 

Intoxication by bromide may be of a lesser degree causing confusion, 
ataxia, nystagmus, and dysarthria, without hallucinations. 


Сави 7105.—Mr. H. B, age 52 years, married, storekeeper, was admitted to ioe 
Henry Phipps Psychiatrie Clinic on Oct. 30, 1934; discharged on November 25, | ! 


The patient, who has gone on alcoholic sprees for years and following each аз 
medicated himself thoroughly with sedatives, again on Oct. 1, 1934, went on a spice, 
then became ‘‘nervous,’’ and dosed himself for days. Rectal pain led to һешог! 1 
operation on October 3. On discharge home on October 10 he thought he was still 
in hospital, complained of leg pains, and took more sedative powders. On Octoler 
25 he thought а gang was after him to shoot him, was sleepless, cried, yelled, :n4 
prayed. Brought to the Clinic because of his confusion, he was disoriented ‘or 


time, place, and person, felt his wife was unfaithful, the gang after him. Hoe saw 
a Hon and heard his wife talking in the hall or his family physician talkin; to 
other men. He felt he was to be murdered. Recent memory was poor, and there 


blood bromide was 350 mg. per cent. There were tremors 
hands and slight ptosis on the left. The symptoms varied 
mistreatment and fear with gradual subsidence. 
He was discharged on Nov. 25, 1934, clear mentally, but with little insight into the 
causes of his alcoholism. Blood bromide on Dec. 3, 1934 (on a return visit), was zero. 


The patient was brought to the Clinic by his wife who complained: ''Ho is 

he is; for the past five days he thinks a gang is 
after him and will shoot him; he sleeps poorly, and cries and prays at times" The 
patient was confused, and his answers were irrelevant and incoherent, he was dis 
oriented for time, place, and person, and he was fearful of being harmed. 

The patient had been a spree drinker for years, going on a one day spree overy 
month or so, and returning home feeling bad. Following these he would remsin 
home for several days dosing himself liberally on ‘‘hendache powders,’’ each опе con 
taining over two grams of bromides, On October 1, 1934, he went on a spree, the 
next day had reetal pain, and on October 3 had a hemorrhoidectomy performed. 
He was given much morphine to bring on constipation. On discharge home on October 
10 he was confused and thought he was still in hospital. Because of leg pains he 
took many of the ‘‘headache powders! He did not return to work, and his physician 
thought he was ‘‘enjoying poor health.’’ 

On Oct. 25, 1934, he began to talk of а gang being after him to shoot him. At 
night he had spells in whieh he cried, yelled, prayed, lay on the bed motionless, with his 
hands hiding his face. His answers were mumbling, confused, irrelevant. He was 
taking then as many as ten powders (20 grams of bromides) daily, and the condition 
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The case is notable for the failure of the physician to detect the toxic 
element earlier, on discharge from the hospital. The outcropping of frank 
persecutory delusions of a fearful sort provided the (late) eue for the 
patient's admission to psychiatrie clinic. 
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Acute Alcoholic Delirium, Delirium Tremens 


Delirium tremens is an acute reaction characterized by active delirium, 
with disorientation, poor grasp; visual hallucinations, generally of 
snakes, mice or rats, dogs, but also larger animals or elephants, generally 
gray in color, and in motion of a sort hostile to the patient’s safety; an 
effect of fear appropriate to the content; tremor of the extremities, face, 
and tongue. There are also tactile misinterpretations of bugs crawling 
on the skin, 

The story is usually that of an aleoholie bout in a ehronie alcoholic 
subject, lasting several days, during which there has also been little or 
no food intake because of a revulsion to food or vomiting of ingested 
food resulting from gastritis, little or no sleep, little attention to the con- 
dition of the bowels, and exposure to cold, heat, or trauma. Not all 
aleoholies develop delirium tremens, and there are doubtless other fac- 
tors at work besides the alcohol. The most recent evidence points to a 
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vitamin defieieney.? It is none the less true that alcohol is the usua! 
precipitating agent, and the clinical syndrome is a standard one. 

Since the reaction is a general intoxication, other signs of disorder are 
found and are of great praetical importance: fast pulse, hypertension or 
hypotension with ashen cyanosis if the cardiac reserve is exhausted, 
functional kidney and liver deficiency, and acidosis. Aleohol is noticed 
on the breath in cases of recent intoxieation and ean be determined in 
the blood and urine in appreciable quantities. According to Bogen,” 
3 mg. of alcohol per cubic centimeter of blood are sufficient to produce 
delirium. 

The acute reaction lasts about four to five days and in favorable cases 
clears through successive stages of exhaustion, euphoria, and return to 
normal affect and the usual degree of feeling of well-being. Cases 
with poor prognosis terminate by a subacute or chronić alcoholic 
hallucinosis or by some variety of chronic alcoholic deteriorative process 
or paranoid jealousy reaction. The outcome may be death as a result of 
cardiac failure, pneumonia, or direct involvement of the brain. Accord- 
ing to Bogen, fatalities occur when the alcohol concentration in the blood 
reaches a level of over 5 mg. per cubic centimeter. 


Case 6462.—Mr. F. F., aged 55 years, married, machinist, was admitted to the 
Henry Phipps Psychiatrie Clinie on April 20, 1932; discharged May 7, 1932. 


The patient was a spree drinker, whose bouts lasted for weeks or even montis, 
on the pretext that family difficulties drove him to seek such solace. In this he 
reversed the actual sequence of events, as alcohol changed him from a friendly, 
cheerful man into a troublemaker in the home. After seven months of fairly steady 
drinking (what and how much unknown) during which time he was several times 
confused, and in which he descended to a degraded moral and socioeconomic state, 
he was brought to the Clinic poorly oriented, with visual hallucinations of elephants, 
alligators with men’s heads, men with strange heads; he was alarmed by them, al- 
though he recognized their unreality. He declared the phenomena came when he 
could not get a drink. There were marked tremors, basilar pneumonia of a mild 
degree, fever of 102° F., and slight hypertension. A convulsion was followed by 
coma or stupor, from which under treatment he gradually regained his normal 
behavior after some recrudescence of the hallucinations and delusions of being 
*'framed,'' etc. He left the Clinic in a euphoric mood, itself a pathological feature, 
and the subsequent course has been a repetition of the preceding behavior. 


The patient was admitted to the Clinic directly from the Accident Room of the 
Johns Hopkins Hospital. He complained of seeing small animals, then elephants and 
alligators, and he was frightened by them despite knowledge that they were not real. 
He said he had been drinking, and, when he could not get a drink, he developed these 
symptoms. 

In October, 1931, the patient began to drink heavily after having had nothing to 
drink for eight months. Day after day he came in so drunk that he had to be put 
to bed. He was never noisy, nor combative. He lost his job after a month beeause 
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of this condition. His daughter, with whom he lived, told him either he had to quit 
drinking or he had to leave home. He chose the latter, but she took him back three 
weeks later when she saw him staggering along the street. Every day he drank and 
finally left the house on Jan, 1, 1932, and was not seen again until the last part of 
March. His daughter found him begging from door to door. She tried to get him 
to return home, but he did not seem to recognize her and stared at her so peculiarly 
that she became frightened and left him. Again he disappeared until April 16, 1932, 
when he sent word to his wife to come for him. He was dirty, unkempt, restless, 
wringing his hands. He said his ‘‘mind was wandering’’ and asked to be taken home. 
He agreed to meet his wife downtown two days later but did nof do so. He again 
sent for her on April 19 and said he did not remember where he was supposed to 
meet her. He was to meet her the next day but failed to keep the appointment, and 
his wife found that he had been taken to the hospital. 

The patient had drunk for thirty years in sprees, two to three times yearly, each 
lasting about a week. He has not touched alcohol for as long as three years, Formerly 
he was combative when drinking, but recently he had been meek. During the epi- 
sodes he often had delusions of grandeur; he would walk home through the snow 
carrying his shoes under his arm; or he would be afraid the police were after him, 
and on one occasion he tried to hang himself. He was sexually promiscuous most of his 
life. His first marriage was broken; one of the children was alcoholic, the other 
almost never drank. The second marriage was more satisfactory. He was described 
as a good man when not drinking, well liked, cheerful, restless, quick-tempered, dom- 
ineering, selfish, self-confident. One brother was alcoholic and another was in a state 
hospital. 

Shortly after admission the patient had a generalized clonic convulsion, and follow- 
ing this he did not respond to questions. Spinal drainage was done, the pressure being 
145 mm. The following day, after two hours" sleep, he was more alert, with a rambling 
stream of talk, not knowing when to stop talking in answer to questions. He was 
euphoric, He heard an unrecognizable voice call his name; he felt he was being 
* framed," but he was not fearful. Не was two days off on the date, knew the 
hospital but not the department, and gave his own name correctly. Memory for recent 
events was uncertain. Не retained six digits. He refused to eooperate for further 
examination. 1 

There were numerous scratches and bruises over the body. The pupils were unequal 
but reacted to light. The mouth was drawn slightly to the right, and the tongue de- 
viated to the right. There were marked tremors of the face, tongue, and hands, The 
heart was enlarged, with a systolic apical murmur. The blood pressure was 160/80. 
The left base showed some consolidation, and rales were heard over both bases. The 
temperature was 102* F. (rectal), and the pulse, 80-100 per minute. Two days after 
admission the urine still showed aleohol 130 mg. per cent; and the blood, 40 mg. per 
vent; and the spinal fluid, 37.5 mg. per cent, The blood nonprotein nitrogen was 58 mg. 
per cent. The phthalein exeretion was normal. 

The pneumonia began to clear on April 25, and the temperature which had remained 
around 101°-102° F. dropped to normal on that day. He saw men with strange faces 
and alligators with men’s heads; he thought he was the object of an experiment, 

- accused people of stealing his clothes and framing him, and demanded their arrest. 
The condition began to clear by day, but recurred at night. The symptoms were 
finally recognized as hallucinatory and delusional and as part of the illness by 
April 25, but the memory was still defective for recent and remote events. He 
retained eight digits but none of three items after five minutes. Calculations were 
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rapid and accurate. He was somewhat euphoric, declared he felt ‘‘fine as silk,’’ ani 
blamed family trouble for his drinking. This was definitely a reversal of the actus! 
sequence of events. 

On discharge on May 7 the patient was in good physical condition but still showed! 
tremors of the hands. The nonprotein nitrogen of the blood had fallen to 30 mg. 
per cent. The memory was intact, but he had no adequate grasp. of the problem 
confronting him. The subsequent history has been a repetition of the previous one. 


Comment.—Delirium tremens in a chronic alcoholic, the amount and 
nature of the beverage being unknown. The episode described occurred 
during the period of bootlegging, and there was no way of knowing what 
he had actually consumed. The convulsion does not preclude grain 
alcohol as the only etiological factor, but convulsions are more likely to 
occur when the product contains irritant distillate oils in solution. The 
episode was of a less violent character than often is the case, and this 
patient’s partial insight into the false character of his hallucinations was 
unusual, 

The pneumonia no doubt contributed to the picture of delirium, al- 
though probably in a secondary fashion, because temperatures of 101-105 
F. are not usually produetive of delirium, unless the toxie faetors of thc 
infection are massive. In this case the pneumonia seems to have been 
mild. Such accessory infectious factors are not uncommonly found in 
delirium tremens as a consequence of the exposure and lack of care. 


The absence of neuritic features in the presence of long-standing al- 
coholism is remarkable. He showed euphoria in the postdelirious stage. 

Other varieties of alcoholic intoxications are: 

1. Simple drunkenness, ending in coma, with recovery or death. 

2. Psychopathic drunkenness, in which unusual features occur: con- 
vulsions, acute excitement, homicidal and suicidal attempts, parergasic- 
like reactions, ete. 

8. Alcoholic hallucinosis. 

Chronic aleoholie conditions of a deteriorative nature fall under the 
defect states (anergasia), to be discussed later. 

4. Alcoholic cachectic states, ending in ‘‘central neuritis” (A. Meyer). 


Case 5856.—Mr. B. P., aged 42 years, married, huckster, was admitted to the Henry 
Phipps Psychiatrie Clinie on April 2, 1930; died in the Henry Phipps Psychiatrie 
Clinic on April 25, 1930. 


After heavy alcoholism for years, increased in the thrce years preceding admission, 
the patient developed attacks of weakness in the legs causing him to fall on the 
street. He staggered as he walked. Pain in the ankles and weakness caused him 
to abandon his work. A recurrent ‘‘gastritis’’ attack brought a weight loss of 
30 pounds in two months. Paresthesias and numbness, difficulty in swallowing, 
dribbling of urine, poor memory, and difficulty in reading ensued. He became de- 
lirious, in and out of stupor, with fearful visual hallucinations of a boy coming to 
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kill him with a knife, etc. Jactitations of the arms and legs, transient paralysis of 
the extraocular muscles, dysarthric speech, painful soles; gastric achlorhydria, blood 
carbon dioxide combining power of 58, and albuminuria preceded death from cardiac 
failure. Autopsy showed cerebral edema and ‘‘central neuritis' (A. Meyer). 


The patient was admitted to the medical service of the Johns Hopkins Hospital on 
March 30, 1930, complaining of ‘‘pain in the ankles, funny feeling in the head, and 
urethral strieture,"" He had been in bed three weeks with a recurrent attack of 
‘< gastritis’? from which he had suffered at least sixteen years, 

He had drunk heavily of whiskey for many years, and the intake had been increased 
in the three years preceding admission, He drank steadily up to the admission to 
hospital. A year before, the patient suddenly became weak in the legs and fell on the 
street, and this experience recurred at least once since then, and for some time he had 
swayed as he walked, Shortly after the first fall he noted pain in the ankles, and 
because of the weakness, he experienced difficulty in climbing onto his huckster’s wagon 
and worked only irregularly. Two months before admission he suddenly developed 
pain, swelling, and redness in the ankles, called ‘‘arthritis’’ by his physician, 

"hen ‘gastritis’? recurred, with anorexia, and within two months he had lost 30 
pounds in weight. Numbness in the toes and soreness of the soles of the feet developed, 
and, later, difficulty in swallowing, diarrhea, with fresh blood in the stool, dribbling of 
urine (probably related to an old stricture), and sudden involuntary jerking of the 
extremities as he lay in bed. There were also reading difficulty and poor memory. 

On the medical service, where the history of alcoholism was not discovered because 
of the wife's reticence, the findings were: nystagmus, primary optic atrophy, coarse 
tremor of the hands, patchy, sensory disturbances of the lower extremities, absent 
abdominal and eremasteric reflexes and active knee jerks, ‘‘astasin-abasia.’’ The blood 
pressure was 120/85. There was a slight fever for a few days The patient was 
markedly eachectic. A lumbar puncture was performed on April 1, 1930, It gave 
entirely normal findings. Eight hours after the puncture the patient suddenly jumped 
out of bed and ran down the hall, saying there was a boy with a knife after him 
to kill him, He had to be quieted with sedatives, On the following morning he was 
disoriented with alternating periods of stupor and lucidity, poor recent memory, and 
auditory hallucinations—he heard his name called, in his left саг, He asked the voice 
what it wanted and answered it. He saw black or gray cats and ducks fighting. He 
was thereupon transferred to the Clinic, 

In the Clinic the stuporous state gradually cleared, but there was a glaring defect 
in orientation and memory, and fenrful hallucinations remained. There was a slight 
tendency to confabulate. 

On admission to the Clinic there was nystagmus but no limitation of the ocular move- 
ments. The pupils were unequal, and the reaction to light was sluggish, On April 
9 movement upward beyond the horizontal was impossible; laterally to the right, 
beyond the midline; and to the left, little more; but downward was normal Con- 
vergence effort produced slight movement of the right, none of the left eye. The 
pupil reacted actively to light but not to convergence. This syndrome of Parinaud 
rapidly cleared within two to three days. 

In his stupor were observed quick twitchings of whole muscle groups about the 
face and arms. The tendon reflexes were active, and the abdominal reflexes were 
absent, The plantar response was normal. There was a movement of triple flexion 
on downward pressure of the foot. No motor weakness or incoordination was demon- 
strable in the recumbent position, but the gait was extremely ataxic, and the knees 
buckled under him after only a few steps. The difficulty in swallowing disappeared 
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after the first few days. The speech was dysarthric. The sensory examination was 
unreliable, but there seemed to be a generally diminished appreciation of all forms of 
sensory stimuli except over the soles of the feet, which were extraordinarily sensitive. 

The laboratory examinations showed negative Wassermann reaction in the blood 
and spinal fluid; the spinal fluid was normal throughout; the blood chemistry was 
normal, the urine as well. There was a complete gastric anacidity even with histamine. 
The stool was normal, X-ray films of the gastrointestinal tract and of the lumbar 
spine and head were negative. 

The past history was not unusual except for the years of alcoholism. In the family 
history the only notation is of ‘‘ gastritis’? in the mother, who died at the age of 45 
years. 

The patient's mental state never completely cleared, and disorientation, memory 


loss and confabulation, and frightening visual hallucinations of fire persisted irregu- 
larly. On April 22 the muscular rigidity increaseil, as did the frequency of the jerky 
movements. The pulse became fast and thready on April 24, and death occurred on 


April 25, 1930. There was a terminal uremic condition with blood nonprotein nitrogen 
of 123 mg. per cent, and urea nitrogen of 92 mg. per cent. 

Autopsy revealed cerebral edema, hemorrhages into the gastric mucosa, and pigmen- 
tation of liver and spleen. The histological sections from the motor area showed ihe 
typical findings of central neuritis as described by Adolf Meyer in 1901. 


Comment.—The ease appears as one of chronic cachexia with alcoholism, 
central neuritis, and perhaps peripheral neuritis (?), with recent delirinm 
coming on following lumbar puncture, and evidences of memory defect of 
long standing. The Parinaud's syndrome suggested an alcoholic superior 
poliomyelitis of Wernicke of transient duration. 

Such eases probably result from a deficiency of the antineuritie vitamin. 


Post-traumatic Delirium 


This condition results from blows to the skull, with or without frac- 
ture, producing brain concussion or actual brain and meningeal lacera- 
tion and bleeding. What happens in brain concussion is not well known, 
but sudden jarring of the cranial contents probably leads to marked 
circulatory changes of a transient nature, interfering with the proper 
nutrition of the brain. 

The condition has for its distinctive feature amnesia for the traumatic 
event and a retrograde amnesia of greater or lesser extent, together 
with memory difficulties for events after the accident. As with other 
deliria, clouding of consciousness, disorder of grasp and orientation, 
delusional-hallueinatory developments, and a variable affect are present. 

It is not uncommon after an accident for delirium tremens to become 
manifest in the recovery or postoperative period. The differential diag- 
nosis from traumatic delirium is best made on a history of recent heavy 
alcoholism, and on the temporal relationship between the accident and 
the delirium. 
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Case 6794.—Mr. E. À., aged 49 years, married, German-American, brewery worker, 
was admitted to the Henry Phipps Psychiatric Clinic on May 28, 1933; discharged 
(to surgical service) May 30, 1933. 


A fall of 20 feet produced a basilar skull fracture with escape of blood and 
cerebrospinal fluid from the left auditory canal. After fifteen to twenty minutes 
of unconsciousness the patient was confused, disoriented for time, place, and person 
(others), restless, saw his son as ‘‘filthy,’’ and was euphoric and cheerful. The 
condition lasted five days, with slight fever, but subsided rapidly after puncture of 
the left eardrum, permitting drainage under pressure of bloody staphylococcus pus. 
On return to the surgical service for further observation, the only residuals were 
a euphoric mood and some uncertainty regarding the recent events including the 
accident. 


The past history and that of the family were noncontributory. 


The patient was transferred from the surgical service of the Johns Hopkins Hospital 
to the Clinic on May 28, 1933, because he was actively delirious after a skull fracture. 

The patient, while working in a brewery, fell from a height of 20 feet on May 
24, sustaining a laceration of the scalp in the left occipital region. He was uncon- 
scious from fifteen to twenty minutes and was brought immediately to hospital, where 
he was found to have a skull fracture, with escape of blood and cerebrospinal fluid 
from the left auditory canal, but with no abnormal neurological signs. On the surgical 
service he was restless, disoriented for time, place, and person, and amnesic con- 
cerning the accident, He did not recognize his relatives and was unduly euphoric and 
cheerful. On May 25 he was confused and said his son was ‘‘filthy’’ and ‘‘looked 
a sight," which was not the саве. He was fidgety and restless and picked at the bed- 
clothes. He was transferred to the Clinie to facilitate treatment. 

The past history was not contributory. He drank about six bottles of beer daily. 
The family history was negative for mental disease. 

The patient was a muscular, athletic man of 49 years. At the time of transfer 
there was a slight serosanguineous discharge from the left ear. The temperature 
was 101.4° F. 

On admission he was quiet, drowsy, and kept picking at the bedclothes. He did 
not know where he was and was unable to give the date. He had difficulty in finding 
words and used broken English. He was evasive in his replies regarding the accident. 
That evening his left eardrum was punctured, and bloody staphylococcus pus drained 
under pressure. The following day, after five and a half hours” sleep, the tempera- 
ture was normal. He was alert, cheerful, euphoric, talkative, coherent, and pertinent, 
showing no content disturbance. Orientation was good in all spheres, and memory 
was good except for some uncertainty over recent events; he showed a tendency to 
confabulate. He retained six digits forward, three reversed, and two of three items 
after five minutes. General information, judgment, and insight were good. On May 
30 he was friendly, cooperative, still euphoric, oriented, and with clear sensorium; 
he was transferred back to the surgical service for further observation. 


Comment.—Simple delirium, following on skull fracture and compli- 
cated by otitis media and fever; with amnesia for the accident; with dis- 
orientation for time, place, and person; with euphoria, restlessness, but 
without hallucinations unless the remarks concerning his son pointed in 


that direction. 
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Uremic Delirium 


This is a transient feature in cases with marked uremia. The amount 
of retained nonprotein nitrogen necessary to its production is a quite 
variable matter, and no general rule may be given. The delirium has no 
special psychobiological characteristics and varies directly with the de- 
gree of the uremia, with some qualitative ehanges as the very high 
(terminal) concentrations are reached. Delusions, hallucinations, aud 
convulsions result from the direct toxic irritant action of the metabolite, 
but as the concentration increases stupor results. This has a practical 
interest, for the barbiturates owe their sedative-hypnotie action in large 
measure to their urea radical. 

Complicating factors are circulatory failure and pneumonia, and de- 
lirium is more easily produced by the combination than by uremia alone. 


Case 7555.—Mrs. M. C., aged 51 years, social worker, was admitted to the Henry 
Phipps Psychiatrie Clinie on April 21, 1936; died May 9, 1936. 


In August, 1935, the patient began to suffer from insomnia and fatigue, with 
progressive loss of appetite and vomiting, and with weight loss of 28 pounds. 
Swelling of the feet and puffiness of the face, urinary frequency and nocturia finally 
led to examination in the Diagnostic Clinic on April 3, 1956, where a diagnosis of 
polycystic kidneys and uremia was made. The cysts were aspirated, and a hemi- 
section of one kidney was done on April 8. Two days after operation she became 
delirious and was transferred to the Clinic on April 21. Death occurred on May 
9 after steadily mounting uremia. 


The patient came to the Diagnostic Clinic of the Johns Hopkins Hospital on April 
3, 1936, complaining of swelling of the feet, and urinary frequency. 

The difficulty began in August, 1935, with insomnia and fatigue. There was grad- 
ual loss of appetite and occasional vomiting, with weight loss of 28 pounds. The skin 
became dry, and she complained of being cold and breaking out in goose pimples. 
There was some bleeding from the nose. Swelling of the feet and puffiness of the face 
developed, then urinary frequency and nocturia. In the Diagnostic Clinic both kidneys 
and the liver were found to be enlarged. Phenolsulphonephthalein was not excreted 
at all, and the blood nonprotein nitrogen was 171 mg. per cent. On April 8 an 
operation was performed in which the kidney eysts were aspirated, and hemisection of 
the left kidney was done. Two days later she became disoriented, yelled, and tried to 
get out of bed. She felt she could not breathe, thought she was dying and would 
be buried under the ground, was afraid the food was poisoned and that people were 
trying to take her diamond ring away from her. 

The past history was noncontributory. She was always reticent, but sociable, cheer- 
ful, outgoing. The family history was unknown. 

On admission to the Clinic she yelled for help and said she was being murdered 
and poisoned. І have something the matter with the roof of my mouth, I want air. 
I'm suffoeating.' She knew she was in the Johns Hopkins Hospital, but thought 
it was the gynecology department and remembered only the name of the surgeon. 
She did not know the date. The complete mental status examination. was not done 
because of her serious condition, 
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The physieal examination showed the skin pale and dry, the muscles flabby, ex- 
tremities cyanotic, and the reflexes hyperactive. Тһе blood pressure was 178/110; 
there were a systolic murmur, fine crackling ráles at the bases of both lungs and 
throughout the left side of the chest, and arteriosclerosis. The abdomen was dis- 
tended; the liver enlarged, the feet and ankles were edematous. The drainage from 
the operative wound on the left side was bloody and purulent. The laboratory data 
were white blood cells 16,000 with 94 per cent neutrophiles; red blood cells 4,010,000; 
hemoglobin 10.1 gm.; albumin, acetone, and numerous white blood cells in the urine; 
blood nonprotein nitrogen 194 mg. per cent. The temperature was 98.8° F. (rectal), 
and the pulse, 100 per minute. 

The patient was frequently quite dyspneic. On April 24 the hands and feet be- 
came quite cyanotic, and digitalis medication was begun with resulting disappearance 
of the cyanosis after twenty-four hours. Whereas she had been yelling for help and 
felt she was to be murdered and poisoned, on April 25 she recognized visitors and 
became quiet and cooperative whenever she was awake. She slept most of the time. 
Nonprotein nitrogen on April 25 was 198 mg. per cent. The pulse was fair, and 
respirations at times became yery slow. On April 28 the patient became stuporous 
for most of the time, but when awake she was cooperative and said she felt fine, 
She continued to be poorly oriented. 

During the final week there was bleeding from the nose and mouth, The incision 
(rained thick, dark, blood-stained, purulent material. The condition became progres- 
sively worse, with thready pulse and gasping respirations. The nonprotein nitrogen 
on April 29 was 250 mg. per cent, and on May 6, 298 mg. per cent. The temperature 
never rose above 100° F. (rectal). The pulse was 110-120 per minute. The patient 
died on May 9, 1936. Autopsy showed congenital polycystic kidneys and liver; hyper- 
trophy of the heart; scars in the myocardium; arteriosclerosis ; calcium in the coronary 
artery, mitral valve, myocardium, and adrenal glands; adenomas of the parathyroids; 
emphysema; nephrotomy wound. 


Comment.—The delirium, with disorientation and fearful delusions, de- 
developed as an irritative phenomenon in a setting of increasing uremia. 
The confusion continued but the fearful delusions subsided, probably in 
part in response to the treatment which offered her personal security and 
and in part as the result of the mounting uremia which brought with it 
somnolence and stupor. To be noted is the terminal quietude, seen often 
in deliria of many sorts. The interpretation of the dyspnea as ‘‘some- 
thing wrong with the roof of the mouth”? illustrates a common sort. of 
twist often given to anatomical or physiological fact. 

The delirious reaction focusses the attention on the direct effects of 
disorders of support to the brain as the principal integrating organ of 
the person. This is responsible for the cardinal features of confusion, 
disorientation, clouding of consciousness. But the reaction is completely 
understood only as an incident, in which toxic (used in the broad sense), 
constitutional-personality, and life experience factors join forces. The 
content of the reaction, the hallucinations, and fears are likely to be of 
a rather impersonal nature, as compared with similar phenomena in the 
parergasie reaction. This is not always the case, and the peculiar per- 
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sonal flavor of the content must be personality-determined. The unra* el- 
ing of the toxie and of the personality and experiential factors is im- 
portant. For example, in a patient delirious with ethyl and methyl а1со- 
hol, gentle rubbing of the eye on one side produced visual hallucinations 
of men engaged in pleasurable activity, of the other eye, men engaged 
in unpleasant activity. This suggests the laterality of affect may be due 
to differences in toxic effect on the two sides of the brain (cerebrum and 
thalamus), but the possibility of confabulation and the well-known effort 
of confabulators to make the best of a situation are not excluded.* In 
another case of alcoholic delirium, with cardiac delirium twenty-five 
years later, the outstanding delusion was that of being poisoned by the 
wife. The wife in question was different each time. This points to a 
strong, persistent personality tendency to suspicion when under condi- 
tions of decreased grasp and efficiency. This man’s son ten years later 
sought psychiatric help for marked anxiety attacks, interpreted as heart 
disease, with suspicions of his wife—a chip off the old block. 

The truth of the delirious reaction lies somewhere between the concep- 
tions of Kraepelin and of Bonhoeffer, with the important additional lac- 
tors of the personality and of the experiential data playing a significant 
role in the type of content, and whether or not the reaction ends in 
content-determined residuals.* 
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CHAPTER ХП 


THE ACQUIRED ORGANIC DEFICIT REACTIONS 
(ANERGASIA) 


The acquired deficit reactions (an—loss, ergasia—behavior) include all 
behavior abnormalities specifically dependent on the permanent loss of 
brain substance from disease process or from trauma. They are charac- 
terized by a loss of the personality assets, especially of the intellectual 
assets of memory and judgment, or of the special tools of the personality : 
gnosis, praxis, and language. These losses in some cases permit the out- 
cropping of certain disturbing behavior tendencies of a sort previously 
kept in check by the personal and social integrations, as for example, 
erude sexual drives. 

The problem of the correlation of psychopathological data with ana- 
tomical findings has constituted the bulwark of the age-old effort to 
define an ‘‘anatomy of the psychoses.’’ That this attempt has failed on 
the whole depends on a number of factors: 

1. While function depends on structure, the effort to link mental ac- 
tivity immediately with structure leaves too many loopholes in unknown 
intermediate steps. 

2. Thorough examinations, either clinical or anatomical, have almost 
never been made. 

3. There has been insufficient control of the observations on psychotic 
cases by comparison with the brains of nonpsychotie subjects. 

4. Even when a defensible correlation is shown to exist between celini- 
eal findings and structural disorder, the thorough study of the disorder 
is rarely made, interest being centered by a priori reasons on special 
elements. 

5. Compared with the many varieties of human behavior abnormalities 
(which indeed fall into a few general classes), there are relatively few 
ways for the brain to react, so that specificity is the more difficult to prove. 

With these reservations, which in the main make untenable older ef- 
forts, there exists a certain truth in the opening statement above. Deficit 
reaetions do depend on brain damage, but brain damage may occur with- 
out producing anergasie reactions. What the faetors are whieh deter- 
mine the appearance of deficit reactions remain in part obscure. The 
following appear to exert a positive determining influence: 

1. Extent of the Lesion.—Dementia, or loss of the assets, is most com- 
monly seen with severe loss of brain cortex, general or eireumseribed to 
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one or more lobes. Yet far-reaching loss may be present without e- 
mentia. On the other hand, dementia is rare in lesions of minor extent. 

2. Localization of the Lesion.—Certain brain areas appear to be more 
significantly related to certain mental funetions, and their destruction 
similarly related to loss of, or disorder in, these functions. This does not 
state an equivalence, but only a relationship, both items then being sub- 
sidiary to other unknown factors. 

Lesions in the motor initiation areas and the sensory projection arcas 
of the cortex produce the systematized disorders of clinical neurology. 
Behavior disorders are of no great importance or are absent in such con- 
ditions. Behavior disorders commonly result from lesions, diffuse or 
circumscribed, in the areas located peripherally to these basic regions, 
and in the *'silent areas," so-called largely through lack of clinical 
imagination but being broken down under modern observation. 

3. Kind of Lesion, and Whether of Sudden or Slow Development.— 
Massive disturbances of sudden development allow less compensatory 
action and give rise to more glaring deficits. 

4. Age at Which the Lesion Develops.—The same destructive processes 
produce different reactions in childhood, in maturity, and in old age. In 
childhood the net result is to interfere with personality development and 
integration; in maturity, to produce deficit; and in old age to “hasten 
normal old age processes. 

The anergasic reactions are traditionally divided into (1) deficits in 
the general functions, especially of the intellectual assets of memory and 
judgment and (2) deficits in the special tools of gnosis, praxis, and 
language. 

Deficits in the general functions of memory and judgment commonly 
are related to diffuse destructive brain processes, whereas the special 
deficits in gnosis, praxis, and language are best seen in relation to focal 
brain damage. The division is in a sense misleading because it suggests 
an immediate and uncritical identification between function (or its dis- , 
order) and brain localization. Even admitting the strictures noted 
above, this leads into a time-worn field of research, in which there are 
immediately two views, the localizationist and the nonlocalizationist. At 
this time it may be said that the most sensible view is a compromise be- 
tween the two. 2 

Memory and judgment may appropriately be called general functions 
because their presence or absence affect profoundly all spheres of human 
behavior, and in turn may be deduced from the general behavior. Mem- 
ory and judgment defect may be present without any disorder in the 
special tools. As stated, defects here are generally related to diffuse 
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destructive processes, but rarely are seen in focal processes. The preva- 
lence of memory or judgment changes in the diffuse processes does not 
preclude the possibility that the inclusion of certain areas of destruction 
may be the significant fact. 

The functions of gnosis, praxis, and language deserve the term ‘‘special’’ 
because their operation (or disorder) is best observed in special spheres 
of behavior, although these are not too well delimited and on closer 
acquaintance are likely to appear to harbor more general functions. 
They may appear independently of, or in association with, disorders in 
the general functions. Their disorders have been best demonstrated in 
relation to focal brain lesions, but they may also be seen in relation to 
diffuse processes. In the latter case it is customary to assume that the 
diffuse process has included the focal areas in its devastation. That the 
disorder may be present without such focalization is in no wise precluded. 

The opening sentence of this chapter needs one further qualification. It 
was stated that anergasie reactions depend on permanent loss of brain 
substance. The experience with the malarial treatment of paresis, in which 
“dost” function has been restored, suggests caution in the complete accept- 
ance of the above statement, and points to a need for (1) better means of 
differentiating loss of the assets from functional inability to use them and 
(2) better differentiation of such intracerebral disorders from the exo- 
genic disorders of support. For the time being, the definition is reason- 
ably acceptable. 


DIFFUSE DEFICIT REACTIONS—WITH DIFFUSE LESIONS 


These are a group of reactions of heterogenous origin, having in eom- 
mon gross defieit in the intelleetual assets, especially of memory and 
judgment, with emotional lability or insensitivity and an outcropping 
of behavior potentialities of a sort alien to the individual who is per- 
sonally and socially well integrated. 

The main elinical varieties are: (1) senility, (2) Korsakow psychosis, 
(3) general paresis, (4) cerebral arteriosclerosis, and (5) post-traumatic 
defect states. The last two are not infrequently accompanied by signs 
of focal cerebral damage, and the former of these will be discussed under 
the focal disturbances. 

1. Senility.—This reaction is a gross caricature of the normal aging 
process with its circumscription of interests, the backward glance at 
things long past, and the garrulous reminiscences. In the pathological 
reaction, outstanding are: 

a. Defective memory, especially recent, with the frontier of memory 
defect pushed steadily backward with the progress of the disease; and 


defective judgment. 
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b. A remarkable capacity for covering up gross defect of memory by 
skillful evasion of embarrassing questions (e.g., ‘‘Who is the governor of 
Maryland?" ‘‘ Well. .., they are all good men"). 

e. Cireumstantiality of talk with garrulity. 

d. Tendency to hoard useless trinkets, with fear of dispossession. 

e. Confusional episodes, especially at night, with disorientation, wan- 
dering off into dangerous situations, building fires carelessly, ete. 

f. Emotional lability, with outbursts of anger and resentment. 

g. The development of misinterpretations, or actual delusions and 
hallucinations from a failure of grasp and critique. 

h. Relatively good preservation of the social amenities, so that in the 
presence of gross defect the ‘‘perfect hostess’? appearance may remain. 

1. Reduction in the night sleep with catnaps throughout the day. 

Cameron, in a study of the thinking processes of deteriorated senile 
patients, found striking differenees from the thinking disorders in de- 
teriorated parergasie patients. The senile group, ‘‘in spite of devastat- 
ing memory deficits and hopeless disorientation, in its use of the instru- 
ments of eommunieation, was definitely superior to our sehizophrenics, 
who knew where they were, who the experimentor was, what the year 
and season were, and when and where they were Богт. . . . The seniles 
as a group were much more given to self-criticism in relation to their 
performance of the task." They often appeared to realize their dis- 
ability and the evasive answers were defensive. The seniles rarely ex- 
hibited either the loose ''eluster-form"' of organization (asyndesis), or 
the substitution of inexaet approximations for more precise terms (me- 
tonymy), characteristic of parergasie disorganization. Cameron concluded 
that the differences in disorders in language and thinking depended on 
the essentially different biographical developments in the senile and in 
the parergasie reactions. 

This is a reaction of old age, in the sixties and later, but variations 
may be observed as early as the forties as the ‘‘presenile’’ reaction. The 
onset may be insidious and may progress to a considerable extent before 
detection by those immediately in contact with the patient. A febrile 
illness or a change of locale will serve to bring to acute notice the diffi- 
culties in grasp and orientation. The onset may be with a vague, in- 
determinate depression, or elation, or with delusion formation. The age 
period in all such cases points to the need for a careful check for the 
essential features of the senile reaction. The condition is progressive, 
death resulting from intercurrent infection (usually pneumonia), frac- 
tures and their sequelae, or old-age metabolic disorders. 

The autopsy findings are: 


а. General reduction in the size and weight of the brain. 
b. Small narrowed gyri, and deep widened sulci. 
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e. Increased density of the brain from gliosis. 

d. Thiekened, translucent, and loosely adherent pia-arachnoid, with 
much fluid accumulation on the brain surface. 

e. Miliary argentophile plaques, and Alzheimer’s neurofibril change 
(Fig. 58). 

f. Diffuse loss of cortical cells. 

g. Increase of lipoid material in nerve cells, in the glia and in vessel 
walls. 

There may or may not be associated arteriosclerosis, and, when it is 
present, it is usually noted most in the large basilar vessels. 

The histological picture suggests a metabolic disorder, not a part of 
normal old age. No sure quantitative relationship exists between the 
severity of the clinical disorder and the extent of the peculiar histo- 
logical elements. 


Case 5147.—Mrs. G. R. R., aged 65 years, widow, Swiss-American, Catholic, was 
admitted to the Henry Phipps Psychiatrie Clinic Jan. 23, 1928; died August 10, 1931. 


Stable, Swiss-American woman in 1926 complained of failing memory, showed 
poor judgment in her business deals, cried easily, became repetitious, and stopped 
her life-long habit of writing to her son. The condition progressed with failure to 
recognize friends and family; she forgot to eat and fainted, became untidy in 
dress, and hoarded articles. In the Clinic over a period of three and a half years 
she maintained a polite serene manner except when crossed or submitted to proce- 
dures she could not grasp, when she became cross and combative. Memory became 
poorer and centered on the remote past; she lapsed into French, her native language; 
she misidentified those about her; woke after an hour thinking it was morning; 
became careless of excreta; played with a doll. 

There was moderate peripheral arteriosclerosis, with normal blood pressure and 
pulse. For a few days before death from bronchopneumonia she showed convulsive 
and other queer motor perseverative activity in response to noises. Autopsy showed 
senile atrophy of the visceral organs and marked cortical atrophy of the brain. 

The patient’s past was noncontributory. She was of pyknic habitus. The mother 
died of ‘‘softening of the brain,’’ one prother died of coronary embolism, and one 


brother drank heavily. 


The patient was brought to the Clinie by her son with the complaints, «The 
patient’s memory has become very poor. She is unable to take care of herself, and 
needs constant supervision.'" The patient offered no, complaint. 

Two years previously the patient spoke of her failing memory. In dealing with 
her financial affairs she became confused, repeated statements, and showed poor judg- 
ment. She eried easily. She stopped writing to her son. The eondition progressed 
steadily. She failed to recognize an old friend, misidentified her closest relatives, 
fainted as she forgot to ent, and might walk for hours without realizing it. She 
became untidy in dress and hoarded toilet articles. Because of the increase in her 
symptoms, hospitalization became necessary. 

She was a Swiss, pleasant, outgoing, determined, with religious and esthetic inter- 
ests, She had a good education in Switzerland, came to the United States at the age 
of 17 years, and shortly afterward married a countryman, but separated from him 
after ten years. Only one of three children survived. After the death of one of them 
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at the age of 4 years, she thought the child had gone only into coma and eight mont 
later had the body exhumed. For the ten years previous to admission she lived alon- 
Four years before admission she was defrauded of a large sum of money. 

The patient's mother died with ‘softening of the brain." Two of the patient = 
brothers drank, and one died of coronary embolism. 

On admission there was little striking to be noted, but her attitude was not apropis 
to the situation. She was alert and restless, usually cooperative but at times resistant. 
She hoarded inconsequential articles. She was able to accomplish some routine work. 
The sleep was satisfactory. The stream of talk was spontaneous, but with evasion 
and circumstantiality and some distractibility. She felt well, but at times was angry 
and cried when she did not get her own way. She confabulated and misinterpreted, 
as she mixed the hospital situation into memories (or fancies) from former days in 
which she seemed to be living. There were no hallucinations, no feelings of persecu 
tion or influence, no obsessions or compulsions. She was oriented for person, but rot 
for situation, place, or time. Memory was good for events up to the age of 17 yeu 
(when she emigrated to the United States), but poor for subsequent events. Sic 
retained only five digits. General information was good for early learned mater: 
and she judged the early material well. She had no insight into her condition desp: 
the statement made two years previously concerning the loss of memory. 

The physical examination revealed a short, rather well built but moderately unir 
nourished woman, weighing 107 pounds, for her 5 feet 2 inches. There was 50 
peripheral arteriosclerosis, but the retinal arteries were spared; marked arcus = 
was present. The heart sounds were distant, and the pulse was somewhat labile, vary 
ing from 70 to 100 per minute, but usually about 80 per minute. The bicod 
pressure was 134/70. The chest was emphysematous. The blood Wassermann was 
negative; blood cell counts and the urinalysis were normal. The neurological exam- 
ination showed inability to distinguish odors (memory?) ; muscles tender to pressure, 
right knee jerk more active than the left; sensitivity to plantar stimulation with 
extension of the great toes. 

The patient remained in the Clinic to her death three and a half years later. The 
picture was one of slowly progressive deterioration of the assets. Throughout she 
preserved a charming manner, but when crossed or when her clothes were changed, 
for example, she would become irritable and even combative. At first she mixed well 
on the ward, taking part in the activities; later she was content to sit in her wheel- 
chair, fondling a doll. She often would get out of bed after an hour or 80, thinking 
it was morning. She always greeted the physician warmly, but as time progressed 
she lapsed from English into French, her native language, and the spontaneous, if 
evasive, flow was reduced to short, answers to questions. The memory became poorer; 
at first she was alert for visits of her son who often came to see her, but later she 
forgot about him and did not recognize him. She became more untidy in her dress 
and careless with excreta. She continued to hoard things, evening hiding a dinner 
tray in the bed. In the last month or two the speech was reduced to an incomprehen- 
sible jargon, and the patient no longer showed any capacity for rising to a situation. 
There was also a gradual decrease in the cardiac efficiency, with weakness and edema 
of the ankles. On Aug. 7, 1931, she began to have peculiar motor attacks, lasting up to 
fifteen minutes, with a convulsion-like movement, during which the arms were whirled 
round and round. She put her finger to her ear and moved it around, rubbed her 
nose, or stroked her head repeatedly. In some of the more severe attacks the feet 
moved in a pedalling fashion, changing then to a tonic drawing up on the toes. On 
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one occasion there was a slight arching of the back and neck. The attacks could be 
precipitated by the slightest stimuli, as by touching the bed or the noise of a fire 
engine going by in the street. 

On Aug. 2, 1931, she developed a fever of 101° F. (rectally), which persisted and 
increased gradually with signs of bronehopneumonia and reached terminally 108.6° F. 
She died quietly on Aug. 10, 1931. Autopsy showed senile atrophy of the visceral 
organs and marked cortical atrophy. 


Comment.—A simple decline in the assets, especially those of memory 
and judgment, living in the remote past, and disoriented for the present. 
The speech showed loss in the reverse order of its acquisition and finally 
was reduced to unintelligible jargon. Emotional lability, with fairly good 
social preservation; evasion and confabulation were marked features. 

Death came after three years of hospitalization through a general de- 
cline and the development of a terminal lobular pneumonia. Autopsy 
showed senile atrophy of all the visceral organs, and cortical atrophy of 
the brain, 

The episode many years before in connection with the death of her 
child was the only evidence of behavior disorder in a long life. 

The case was notable for the uniform shrinkage of the assets, without 
any one feature of localizing significance being prominent. The terminal 
marked speech disorder could best be explained as a sequel to the severe 
dementia. 

When the general deficit reaction appears somewhat earlier than in 
senility and is coupled with disorders in gnosis, praxis, or language, the 
condition is called Alzheimer’s disease. The reaction commonly runs a 
longer course and leads to profound dementia. In the early stages the 
patient retains a certain awareness of his difficulty and may be acutely 
embarrassed by it. The histopathological picture is identical with that 
of senility, although concentration of the abnormal elements may occur 
in focal areas related to the loss in special functions. The atrophic areas 
in Alzheimer’s disease and in senility are likely to be symmetrical. 


Case 5799,—Mrs. M. P., age 58 years, housewife, was admitted to the Henry Phipps 
Psychiatrie Clinie Jan. 21, 1930; discharged Feb. 20, 1930. 


Attacks in 1925 and in 1927, each lasting two weeks, of irrational talk, confu- 
sion, semistupor, making spoon feeding necessary. Apparent recovery each time. 
Grief over the death of her sister in 1928 and her mother in 1929. The latter was 
followed by evidence of forgetfulness and poor judgment, with some recognition 
of her difficulty and annoyance at being found out. A general slump in her efficiency, 
attacks of irritability and anger, and reduced talking followed. Two mild convulsive 
attacks and period of confusion led to hospitalization in 1930. Quiet, pleasant, eva- 
sive and confabulatory, she showed marked memory and judgment deficit, with no 
constant focal signs. The general physical condition was very poor, with marked 
weight loss and moderate arteriosclerosis of retinal and peripheral vessels. The 
neurologic examination was essentially negative. There were slight albuminuria and 


mild diabetes. 
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The condition was progressively downward with profound loss of speech, it being 
reduced to a meaningless syllabic gibberish. There were automatic movements in a 
circle about a fixed point when her arm was held. She was deeply stooped. The 
deterioration was profound. Death in 1937 of pneumonia. Autopsy disclosed a gen- 
erally atrophied brain and extensive argentophile miliary plaques in the cerebral 
cortex and marked nerve cell degeneration. 


The patient was brought to the Clinic by her family who said she was ‘‘losing 
her mind.’? She herself said, ‘‘Seems like I used to have burning fevers at night. 
I would get up and go all around the house, sometimes out of doors, I sometimes get 
confused. I would think my pet dog's barking was somebody outside." 

In the summer of 1925, the patient was overcome by the heat while working in her 
garden, ‘‘She acted like her mind left her.’? She had to be spoon fed, slept a great 
deal, and talked little. There was no paralysis. After two weeks she recovered suf- 
ficiently to do the house work. Her talk was coherent, but she would get up very 
early and begin breakfast two hours ahead of time. In August, 1927, the patient 
had a similar ‘‘stupid’’ spell, and was confused when trying to do things, and would 
not know where to find anything. Again she was well after a fortnight. In Janu 
1928, the patient grieved over the death of her sister, who had been paralyzed and 
at the end had ‘‘lost her mind.’ 


In July, 1929, her mother died after two weeks of delirium, in which she did not 
recognize those about her, and talked continuously. The patient had cared for her, 
and with her death she grieved and began to lose weight. The patient began to show 
evidences of mental decline. She would start to get a meal, then go out into the 
chicken yard, and finally serve the food ‘‘without salt or pepper, half cooked.’’ She 
spent hours looking for her pocketbook. She did all in her power to carry on and 
resented notice being taken of her difficulties. She refused to bathe, change clothes, 
or keep the house clean, but became angry when her daughter came home and cleaned 
up. Formerly talkative, she became silent, easily angered, irritable, and melancholy. 
She cried without cause, quarrelled with the family, and within a few minutes had 
forgotten about it. She attended the movies but could. never report what she had seen. 


On Dee. 26, 1929, she would not eat, but sat in a chair, slept, and talked to her- 
self. She had a spell of twitehing of the arms, neck and head, and frothing at the 
mouth. There was questionable loss of consciousness. Since then she was untidy with 
feces, defeeating on various articles and hiding it. She talked with dead relatives 
and said snakes and horses were after her. In the week before admission she would 
not stay in bed, was fearful, running about the house, fighting her daughter. She 
was continually hunting and hiding things, especially her own clothes and bedding, 
which she also folded and unfolded monotonously. On January 18 she had a second 
mild convulsion, without loss of consciousness. She complained of a headache. Three 
days later she was brought to the Clinic. 


The past history was meager. She was the mother of seven children, living a quiet 
life in a tiny Maryland village. She was said to have been delirious a number of 
times with quinsy. She was a home person, sociable, affectionate, even tempered, and 
a good manager. She was much attached to her mother, and solicitous of her own 
children, resenting their moving away from her. 

The mother had severe apoplectic attacks before her death at age 82 years. The 
father died at age 82 years of diabetes and a blood stream infection. He was de- 
pressed in his terminal illness. He suffered a hemiplegic attack twelve years before 
his death. Two sisters suffered apoplectie attacks. 
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On admission the patient was pleasant, gentle, sociable, weeping occasionally, The 
talk was circumstantial, evasive, and somewhat disjointed, in that she would suddenly 
break off, only to start with a distantly related topic. The mood was labile. There 
were no delusions or hallucinations. She named the place after some hesitation but 
was partially disoriented for time and person. She misidentified her family, referring 
to her husband as her father and to her children as her sisters. Recent and remote 
memory were both poor, and she attempted to cover up the deficits, There was no 
confabulation, She reproduced immediately only four digits, and two of three items. 
Simple arithmetical calculations were impossible, the patient excusing herself, *'I 
couldn’t tell you, it’s been so long and raising a family things ро out.'" She was 
unable to recall the cowboy story. General information was poor. Simple formal 
tests of judgment gave adequate responses, but her plans showed deficit. She regarded 
the trouble which she recognized as poor memory as due to ‘‘change of life and those 
things.’? The speech was normal. She was able to handle things well, except when 
obviously confused, when she appeared unable to find the tableware to feed herself. 
The writing was tremulous and letters were left out of words. ў 

The physical examination disclosed a weight loss of 82 pounds in the past two 
years; slight areus senilis; partial deafness on the right; enlarged heart with weak 
tones, except for the aortie second sound which was accentuated; moderate arterio- 
sclerosis, retinal and peripheral. 

The appetite was poor, and she was weak. There were frequency and urgency of 
urination. 

Sensory examination was not satisfactory because of poor cooperation, but there 
appeared to be no gross abnormality. 

The muscle strength was poor but equal on the two sides. There was slight tremor 
of the legs on the heel-knee test. The tendon reflexes were equal and aetive, and the 
plantar response was flexor. She walked with a little uncertainty, but the Romberg 
sign was absent. 

Laboratory tests showed slight albuminuria, and a diabetic blood sugar curve: 


Fasting specimen 136 mg. per cent 
15 hr. specimen 268 mg. per cent 
2 hr. specimen 318 mg. per cent 
3 hr. specimen 230 mg. per cent 
4 hr. specimen 155 mg. per cent 


X-ray examination of the skull was normal. 

During her stay in the Clinic she was never sure of her way about the ward, learned 
none of the names of those about her, and had to be assisted with meals and toilet. 
She showed persistent defects in orientation, memory, and judgment, and at times 
she eonfabulated. She was always gentle and pleasant in manner. The mood was 
labile with a tendency to depression. 

After transfer to the state hospital for further care, the course was progressively 
downward. By 1935 the speech had become so disorganized that it consisted for the 
most part of syllabic gibberish, with an occasional unexpected short relevant phrase. 
She was incontinent, took no care of her appearance, remained rather passive, walking 
continually about the ward in a permanent stoop. If her arm was taken, she would 
walk suddenly in a circle about the physician. She died in 1937 of pneumonia. 

Autopsy disclosed a shrunken brain, with the cortex riddled with miliary argentophile 
plaques (Fig. 58). Many nerve cells showed profound change, with loss of nucleus, 
shrinkage, and deeply stained thick cell outline and neurofibrils, but not the typical 


Alzheimer neurofibril change. 
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Fig. 58.—Section of the cortex from Case 5799 (Alzheimer’s disease), showing argento- 
phile plaques (Braunmlühl stain). 
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Comment.—This case clinically seems to belong to the Alzheimer group, 
with early onset, convulsions, speech disorder, and profound deterioration. 
The miliary plaques in the cortex were extensive, but the cell alterations 
while profound were not typical of the Alzheimer neurofibril change. The 
cerebellum was spared these alterations. There was at the time of hos- 
pitalization some disability in use of tableware, but this was always when 
she was confused and was inconstant. The profound terminal dementia 
blocked any effort to study special disorders. The language, however, was 
reduced to a syllabie gibberish. The automatic circular movements about 
a fixed point were interesting. 

9, Korsakow Psychosis —This reaction is characterized by relatively 
good use of material within immediate range of the sensorium (in the 
‘here’? and ‘‘now’’), but with deficit in retention and memory, by com- 
parison, of an astonishing degree. Confabulation of a spontaneous sort, 
or as an embarrassment reaction to the self-exposure of the memory 
deficit, has been counted a characteristic feature, but it is often only a 
transient feature. In Korsakow’s original description peripheral neuritis 
was noted in some of the cases, and the reaction has been most 
often associated with polyneuritis, but the identical mental features are 
not infrequently observed in the absence of neuritis. 

The disease appears most often in chronic alcoholism as an insidious 
development, or as a chronic residuum after delirium tremens. It has 
been observed also after pernicious vomiting of pregnancy, acute infec- 
tions, trauma, and in association with brain tumor, The age period for 
the disease in alcoholism is in the fourth to sixth decades. 

Efforts have been made to reduce the Korsakow psychosis to basic 
psychopathological reactions. The most notable of such efforts is that 
of van der Horst, who saw the entire reaction as the result of a funda- 
mental disability in the appreciation of time. Whether the effort was 
successful in its entirety may be open to question, but van der Horst 
performed a useful service in calling attention to a striking feature. 
Others have seen memory loss, or thinking disorder as outstanding fac- 
tors. Gantt and Muneie* by a simple adaptation of the Pavlovian method 
have demonstrated an inability to comprehend the personal significance 
of a sequence of signals and thereby a failure to aet in the best self- 
interest. In this failure, which may be striking in eomparison with the 
preservation of school or other previously learned performanees, ean be 
deteeted elements of memory loss, short retention span, inability to grasp 
the significance of time sequence, and discrepancy between verbal pro- 
duction and motor performance indicative of thinking disorder in a fail- 
ure to exelude paradox. Others have called attention to the better 


= ы neie. W.: Analysis of the Mental Defect in Chronic Korsakov's 
pu Gantt: W. S and Mihe Conditioned Reflex Method, Bull. Johns Hopkins Hosp, 70: 


467, 1942. 
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preservation of impersonal data from the past in contrast to the experi- 
ential data, for example, school information as opposed to significant 
personal history. Here, of course, the failure in time appreciation may 
be most important, for school learning is relatively timeless. 

The various etiological agents noted above suggest multiple factors 
at work. In the alcoholic variety (and perhaps also that of vomiting of 
pregnancy) there is a strong suspicion of a fundamental avitaminosis 
There is as yet no satisfactory histopathology. In diffuse types there is 
widespread loss of cortical cells. Gamper* was impressed with ‘the in- 
flammatory reaction in the region of the corpus mammilare in the alcoholic 
variety, but the Werthams® state that the same tissue reaction may be 
observed in the brains of alcoholics who have not suffered from the 
Korsakow psychosis. Foerster‘ reports a cyst at the base of the brain in 
a ease of Korsakow psychosis of three years’ standing. Operative re- 
moval of the cyst was followed by recovery from the psychosis. 


Case 7610.—Mr. C. R. N., aged 54 years, married, glassworker, was admitted to the 
Henry Phipps Psychiatrie Clinie on July 13, 1936; diseharged Aug. 24, 1936. 


Spree alcoholism with little food intake in the sprees gave Way in 1933 to steady 
heavy consumption of beer. Since early in 1935 he had shaky hands, drooping left 
eyelid, weak left foot; in winter of 1935 he was forgetful; in March, 1936, com- 
plained, ‘‘I can't think''; in April, 1936, forgetful, repetitious, pain and numbness 
in legs; on April 15 agitated, anxious, fearful, complaining of gastric distress. 1108- 
pitalized April 25 to May 16, and to the Clinic on July 13, 1936. Partial orientation, 
poor memory and retention, poor calculation and general information, fairly good 
preservation of the use of material within grasp of the sensorium, confabulation of 
embarrassment. Polyneuritis with ptosis of the left eyelid, questionable diminished 
sensibility in left hand and both feet, deep reflexes absent in left arm and both 
legs, and diminished in the right arm; coarse tremor of hands, more on left; weak- 
ness of dorsiflexors of feet, more on left; high-stepping, widely swinging gait. 
Gastric analysis normal; mild peripheral arteriosclerosis, Increased sedimentation 
rate and white blood cell count for which no accounting was made. 

The family included a maternal grandfather and maternal uncle poth alcoholic, 
and a paternal grandfather alcoholic. 

Little improvement in Clinic and later. 


The patient was brought to the Clinic by ambulance. He said, ‘Му trouble is 
nerves; I can’t get hold of myself. I go to screaming. Pains in the legs, and left 
foot is dropped. I guess I’ve been out of my mind a good deal. I don’t always 
know where I’m at. I have distress in the stomach, but no pain—a wilting, all-gone 
sensation, I feel weak all over." His wife said he had had a ‘‘convulsion’’ and 
had made suicidal threats. 

For years the patient had been a heavy drinker. on sprees, eating little when drinking. 
He appeared to suffer no sequels to these bouts until eighteen months before admission, 
when his wife noted that his hands were shaking, the left eyelid was drooping, and the 
left foot was slightly lame. He continued eyen heavier drinking thereafter, drinking al- 
most continuously and eating little. In the winter of 1935 he began to be forgetful, com- 
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plained, ‘‘I can’t think," but still was able to carry on about as usual in his business 
of selling his inventions for glass-making machinery until April, 1936, when his extreme 
forgetfulness began to be noticed at the office. He had to stop work on April 15 and 
remained home, with increasing agitation and spells of anxiety, with shaking arms 
and legs, abdominal pains, fear of dying, ete. Taken to a general hospital on April 25, 
he was found to have memory loss, ataxie gait, left foot drop, albumin and many 
granular casts in the urine. The blood and spinal fluid Wassermann reactions were 
negative. He was discharged on May 16 and remained home until admission to the 
Clinie, agitated, and threatening suicide. 

The patient’s birth and development were normal. He had a single convulsion at 
age 12 years which made a great impression on him, and no doubt was responsible for 
his fearful references to the anxiety attacks of the present illness as ‘t convulsions, ^ 
At an early age he entered the glass business, and in 1932 he formed a partnership 
to exploit his inventions for glass-making machinery. The business prospered. The 
family life was happy. 

He had drunk heavily for many years in sprees of several days every month or so. 
Since 1933 the drinking was steady, daily, mostly beer, of which he would consume 
five to six bottles for breakfast. He always ate little with the drinking. He smoked 
forty cigarettes daily. He used no drugs or medicines habitually. His interests were 
in his work, drinking, reading the Bible, and professional matters. He was restless, 
intense, energetic, easily irritated, friendly. Several times in the recovery phase after 
a spree he had ‘‘spells’? in which the arms were drawn up to the shoulders and the 
mouth was puckered, and he seemed unable to move, but there was no loss of con- 
sciousness, Only after drinking was he bad-tempered, quarrelsome, and unpleasant. 

The patient's maternal grandfather and maternal uncle were heavy alcoholics, and 
the patient was said to resemble them in appearance and temperament. The paternal 
grandfather was also a heavy drinker. 

On admission the patient was restless, agitated, and fearful, erying out that he 
was dying. He complained of abdominal distress. He did not care whether he lived 
or not. There were no ideas of reference, passivity, or hallucinations. He knew that 
he was in a hospital and that it was summer; he recognized the physician as such, 
but there was no more detailed orientation. Even when told repeatedly the names 
of the hospital, the month, and the physician, he could not remember them. Events 
of the morning were forgotten by afternoon. Test phrases and words were retained 
only fifty seconds, but he could repeat six digits forward and three digits reversed. 
Caleulation and general information were very poor. Formal judgment questions were 
well answered when he could retain them long enough. He declared he was ill with 
‘neuritis,’ ? and he had a vague idea it was related to his drinking. Enunciation was 
good. The writing was tremulous. 

Physieal examination showed the patient to be of athletie habitus, with slight 
ptosis of the left eyelid and questionable diminution of sensibility of the left hand and 
of both feet, The deep reflexes were absent in the left arm, diminished in the right 
arm, and absent in both legs. There was.a coarse rhythmie tremor of both hands, 
worse on the left. The left hand grip was slightly weak, There was extreme weak- 
ness of the dorsiflexors of both feet, worse on the left. The gait was high-stepping 
and widely swinging. The blood pressure was 130/85. The peripheral arteries were 
slightly thiekened and tortuous. The eyegrounds were normal. The positive findings 
from the laboratory examinations were: Phenolsulphonephthalein excretion 65 per cent 
in two hours; gastrie acidity 32° free hydrochloric acid, 77° total acid one hour after 
a test meal; the sedimentation rate was 40 mm. per hour on admission and 27 mm. per 
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hour on August 5, when the white blood cell count was 21,300 per cubic millimeter 
(No cause was found for this.) The spinal fluid was normal, and the blood-cerebro 
spinal fluid barrier permeability index (to bromides) was 2.71 (slightly imerease:!). 

The patient showed marked impairment of his ability to judge accurately (he 
significance of the simple conditioned-response test situation, and poor assessment of 
time values of the various items of the test. 


His stay in the Clinic saw some quieting of the anxiety, improvement in sleep, 
appetite and weight, and walking. The mental status varied little except that the 
orientation improved. He showed no tendency to spontaneous confabulation, but ques- 
tioning would bring out the ‘‘embarrassment eonfabulation?? when memory deficits 
were reached. 

After discharge home his condition did not improve. He threatened suicide and 
felt the neighbors were plotting against him. He suddenly took a dislike to his 
granddaughter and said, ‘‘I am going to carve you up." He rarely went any distance 
from home as he was afraid he would not get back safely. He read much but for: 
it almost immediately. He needed sedatives for his sleep. Commitment was advised 
on Dec. 11, 1936. 


Comment.—Aleoholie Korsakow's psyehosis, with marked retention 
and memory loss, better use of material within the grasp of the sensoriv, 
confabulation, and polyneuritis. Anxiety attacks from concern over 
his condition (indicating insight). The condition became ehronie and 
four months after discharge had not changed. Note that the poly- 
neuritie psyehosis syndrome developed with heavy alcoholism and poor 
food intake. The gastric secretion was normal. 

3. General Paresis (Dementia Paralytica).—This reaction, which has 
played an important role in early efforts to correlate behavior and his- 
topathology, results from the invasion of the brain, especially of the 
anterior portions of the cerebrum, by the spirochete of syphilis. 

Clinically the condition is most commonly seen in the middle-aged 
period and presents a pieture of decline in memory, judgment, and social 
sensitivity; lability of mood, with depression, elation, or euphoria; to- 
gether with definite neurologic evidence of central nervous system in- 
volvement in facial, tongue and hand tremors, dysarthria, unequal, ir- 
regular pupils, or pupils fixed to light, with or without reaction on ac- 
commodation, tendon reflex changes (increased when the brain alone is 
involved, decreased when spinal cord is also involved in a tabetic 
process), ellision of letters and tremors in writing. There may be focal 
signs, with aphasia, apraxia, agnosia, convulsions of a J acksonian sort or 
more generalized, paralyses, or anesthesias. 

The spinal fluid shows a positive Wassermann reaction in 100 per cent 
of untreated cases, with a positive Pandy reaction, and a typical 
**paretie" curve in the colloidal gold or mastie solution: 5555543210, 
or minor variant of this formula. The blood Wassermann reaction may 
not be positive if treatment has supervened. 
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The brain shows cortical atrophy, sometimes very marked in extent. 
Histologically, the reaction is unequivocally determined by the presence 
of spirochetes in the brain parenchyma and in the mesoblastie tissue. 
This finding of the spirochetes is a difficult technical feat at best, and 
accomplished in only a small fraction of the cases. The cardinal histo- 
pathological findings are the loss of cortical nerve cells, disorganization 
of the eytoarchiteetonies of the cortex, plasma cell infiltration of the 
small penetrating blood vessels, deposits of iron pigment in the intra- 
adventitial spaces, and the appearance of rod cells in parallel formation 
at right angles to the cortex surface. None of these features can be con- 
sidered pathognomonic, but the combination furnishes the best presump- 
tive evidence of paresis. The histopathological lesions are most common 
in the frontal lobes but also are widely distributed throughout the cortex 
and in the striatum and thalamus, ete. (Fig. 59). 

The condition should be suspected in all cases of personality altera- 
tion with evidence of memory and judgment deficit in adults, especially 
in the age group preceding the senile period, and in cases with agitated 
depression, manie excitement or parergasie-like reaetions in adult sub- 
jeets without history of previous attacks and without appropriate 
precipitating factors. In general, the definitely anergasie qualities may 
be observed only superfieially disguised by the other reaetion tendencies. 
The serologieal reaction then clinches the diagnosis. This does not in 
any sense exclude the possibility of other reactions—affective, parergasie, 
ete.—in a paretie, asymptomatic or clinically evident. 

Until the advent of specific therapy the outlook for the sufferer from 
paresis was death within two to three years, after an appalling dementia 
and progressive paralysis. 

As previously stated, general paresis played an important role in 
psychiatrie thinking. Before the demonstration of syphilis as the one 
and only eause of the disease, syphilis was only one of several faetors 
ineriminated inferentially in the precipitation of the disease. It became 
the paradigm of the mental disease entity concept of Kraepelin, furnish- 
ing the basis for the “organicity’’ of all ‘‘mental disease." "The eom- 
bination of dementia and paralysis soon found its eounterpart in de- 
mentia and motor tension states, deseribed by Kahlbaum as eatatonia. 
Under Kraepelin the percentage of ‘‘paresis’’ cases at the Heidelberg 
Clinie reached the astounding figure of 30. With the advent of the 
Wassermann reaetion, the figure fell abruptly to 10 per cent. From the 
position of the paradigm of mental diseases, paresis has become the least 
] reactions, bearing a symptomatie relationship only 
Tt furnishes relatively few oppor- 
Its greatest theo- 


signifieant of menta 
to a widespread organie process. | 
tunities for the study of unequivocal focal reactions. 
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Fig. 59.—Section of cortex in general paresis, showing disorganization of the cytoarchi- 
tectonics and perivascular infiltration, (Thionin stain.) 
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retical interest at this date is in the differentiation of dysergasie from 
anergasie reactions. The reversibility of the process, in whole or in part, 
suggests the need for the determination of the faetors short of aetual 
cell destruction responsible for the well-known clinical features which 
were thought to be anergasie, but which in whole or in part yield to treat- 
ment. 


The simple dementing type has a more unfavorable prognosis than 
the types with strongly affeetive features. 


Case 652.—Mr. C. L. aged 33 years, single, night watchman, was admitted to the 
Henry Phipps Psychiatric Clinie on March 4, 1915; died March 19, 1915. 


Two years of complaints of headache and abdominal pains. Accidental fall with 
transient loss of consciousness about Jan. 15, 1915. Loss of job and worry since; 
imagined police were after him. Memory became poor and speech dysarthric. Blood 
and spinal fluid Wassermann reaction 4-plus; paretic gold curve in the spinal fluid 
with a positive Pandy reaction; tabetic bladder with cystitis; Argyll-Robertson 
pupils and bilateral ptosis; very active knee jerks, especially on the right; tremors 
of hands, tongue and face; positive Romberg sign. 

The patient had had a penile sore some years before. Better history was not 
obtainable. There was no record of secondary manifestation of syphilis. He had 
never been a very good workman and was a drifter. 

Death was from cardiac failure with pneumonia. Autopsy disclosed broncho- 
pneumonia, acute fibrinous pleurisy, cloudy swelling of the viscera. The brain 
showed adherent meningitis, perivascular round-cell infiltration, widespread degen- 
erative changes in the nerve cells, and disorganization of the cerebral architectonics. 
The spinal cord showed degenerative changes in the anterior horn cells and in the 
cells of Clark’s column. 


The patient was admitted to the medical service of the Johns Hopkins Hospital on 
March 1, 1915, with the complaint of nervousness, worrying and pain in the stomach. 

The exact onset of the present illness could not be determined because of the 
patient's unreliable memory. For perhaps two years he had complained of **gtomach 
trouble," headache, and insomnia. In January, 1915, he suffered an accidental fall 
when a door handle he was pulling on gave way. He was unconscious for about an 
hour thereafter. A few weeks later he lost his job and worried over this. He then 
began to imagine the police were after him, and he became afraid to leave his home. 
One week before admission he became dull and drowsy, dozing off while being 
addressed. He then had difficulty in talking and in remembering and was brought to 
the medieal service of the Johns Hopkins Hospital. The diagnosis of general paresis 
was made, The urological department noted a tabetie bladder with eystitis and with 
distention and incontinence. He was transferred to the Henry Phipps Psychiatric 
Clinic. 

The past history was equally unreliable. There was a history of a penile sore 
some years before, but no secondary manifestations of syphilis were recorded. He 
was a drifter at work and had never had a good work record. 

On admission he was dull and drowsy, with thick, slurred speech. There was no 
spontaneous conversation. He seemed to have great trouble in collecting his thoughts 
and frequently asked for time to think as his memory was bad, 
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He was oriented for self, place, time, but had practically no memory for his recent 
experiences on the medical service. By contrast, the remote memory was better, with 
no gross discrepancies in dates but with unfilled gaps in the memory. General 
formation was good, calculation was slow and very poor. The mood was a compound 
of fear and worry. He feared the police were after him for walking about the strecis, 
and people acted in a *distant! manner to him; he worried that he had taken the 
wrong medicine and had made a girl sick by kissing her after taking it. He recognized 
that he was sick but had no real insight into the nature of his difficulties. 

He was a poorly nourished young man of 33 years, who lay in bed with dull and 
apathetic facies. There were generalized body tremors and coarse jerkings. There 
were bilateral ptosis, and Argyll-Robertson pupils, the right being larger than the left 
and egg shaped. There were tremors about the face, tremor of the tongue, and ex- 
tended fingers. The tendon reflexes were exaggerated, especially the right knee je 
The sensory examination was not very reliable, but there appeared to be no 
disorders. The Romberg sign was positive, and the gait was normal. Coordination t 
were carried out without ataxia but with an exaggeration of the movements. T 
phrases were badly slurred and with omissions. 

The blood and spinal fluid Wassermann reactions were 4-plus. The spinal fiuid 
showed a colloidal gold reaction typical of paresis: 5555543210, with 26 cells per cubic 
millimeter, and a positive Pandy reaction. 

There was a tabetie bladder, with urinary retention and overflow incontinence, with 
cystitis. Catheterization led to temporary improvement. 

He developed right basilar pneumonia, with a rise in temperature to 103° F.. : nd 
died on March 19, 1915, of cardiac collapse. 

Autopsy disclosed acute cystitis and pyelitis, and subacute prostatitis; chronic 
bronchitis; organizing bronchopneumonia; acute fibrinous pleurisy; cloudy swelliv: of 
the viscera; and acute splenic tumor. The brain showed adherent meningitis, peri- 
vascular round-cell infiltration, widespread degenerative changes in nerve cells of the 
cerebral cortex, and disorganization of the normal cerebral eytoarehiteetonies. The 
spinal cord showed degenerative changes in the anterior horn cells and in the cells of 
Clark’s column. 


Comment.—This was a case of rapidly developing untreated paresis, 
with death resulting from intercurrent infection. The sensorium deficits 
were severe. The content was of a delusional sort, with the affect of fear 
and worry, in contrast to the euphoria so often stated as common in 
paresis, but less commonly seen than depression, elation, or fear and 
worry states. The brain findings were typical of paresis. The spinal 
cord showed extensive degenerative involvement of the anterior horn 
cells and of the cells of Clark’s column. 

4, Cerebral Arteriosclerosis See Chapter XI on focal disorders. 

5. Traumatic Conditions—The chronic sequels to trauma present a 
problem of great practical importance and of increasing scientifie in- 
terest. The trauma results from automobile accidents, industrial acci- 
dents, falls, war wounds, ete. The extent and type of the physical 
damage depend on the velocity and size of the traumatizing object, the 
distance fallen, whether internal bleeding occurs, the presence Ог ab- 
sence of skull fracture, and whether contrecoup effects occur. War in- 
juries have proved the most fruitful in localization issues because of the 


THE ACQUIRED DIFFUSE ORGANIC DEFICIT REACTIONS 469 


clear-cut character of many wounds from high explosive fragments. As 
indieated in the discussion of compensation neuroses, the authentic 
traumatic sequels are apt to be overlaid with psychoneurotic elabora- 
tions. The differentiations are difficult to make whenever subjective 
elements, as cooperation, are necessary to the tests. 

Adolf Meyer has listed the sequels of trauma as follows: 

1. Deliria. 

2. Amnesie hysteroid states usually with limited retrograde and 
anterograde amnesia. 

3. Post-traumatie constitution with various manifestations. 
a. Excessive reaetion to infection, aleohol, ete. 
b. Vasomotor instability and excessive vasomotor responses, 

with headaches, eongestions, reaction to postural change. 

e. Irritability and explosive tendencies. 
d. Hysterical or epileptoid episodes with or without convulsions. 
e. Paranoid developments. 

4. Defect states with foeal signs: agnosia, aphasia, apraxia, con- 
vulsions, and their sequels. 

5. Terminal defect states of the more sweeping sort with in- 
tellectual deterioration. 

The deliria and amnesic states (1 and 2 above) properly belong with 
the dysergasie reactions, as resulting from transient disorders of sup- 
port of the brain, and as such have been discussed and illustrated in the 
previous chapter. . 

The post-traumatic constitution (3 above) is a most important and 
difficult problem both from the scientific and sociological viewpoints. 
The condition may be permanent or curable. Recovery usually takes 
place within one to two years after the trauma. Recovery presupposes 
a reversible reaction in the nervous tissues, but the conditions requisite 
for reversibility are not known. The problem is especially difficult be- 
cause adequate examination demands the subjective elements of co- 
operation and attention, which may be influenced strongly by psycho- 
neurotic and situational factors, especially the compensation issue and 
its widespread maladministration in this country. Likewise trauma may 


serve to bring to clinical notice, in pathological proportions, personality 


liabilities always present but not previously noted because they were 


balanced by other assets. For example, irritability may assume patho- 
logical proportions in a man with a definite tendency of the sort only 
because for the first time the patient finds himself in a situation laden 
with discouragement, frustration, and economie pinch. The weight to 
give to pretraumatic personality factors and to trauma itself in pro- 

titution is a matter for medical judgment 


ducing the post-traumatic cons ‹ meni 
based on experience. Often for practical purposes the wisdom of uniniti- 
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ated juries prevails over the best medieal judgment—a social item ot 
no little significance. 


The electroencephalogram promises to shed some light on the problem 
of the post-traumatic convulsive states, through the investigation of the 
familial incidence (and when possible the pretraumatic incidence) of the 
characteristic epileptic brain wave deformations looking to the role of 
constitutional factors. 


The defect states (4 and 5 above) may immediately, or only insidiously 
and after a lapse of months, come to clinical notice as focal or diffuse 
deteriorations. In any ease they result from the destruction, immediate 
or progressive through scarring, of brain tissue. Every traumatic case 
(as in all organic cases) demands a thorough search for focal defects as 
well as the more general defects of memory and judgment. They may be 
present early in the illness and may later disappear, only to be brought 
out through appropriate examination when the patient is in a state of 
decreased efficiency (organization), as in excessive fatigue, posteon- 
vulsive states, under the influence of alcohol, ete. 


The effects of trauma obviously depend on a number of factors: the 
size, and veloeity of the traumatizing object, the site of the blow, whether 
fracture and bleeding occur, contrecoup effects, and the presence of 
arteriosclerosis or other predisposing factors in the brain itself. 

The immediate results of trauma are jarring of the cranial contents 
(cerebral concussion), tearing and loss of cerebral tissue, and hemor- 
rhage over and into the brain. The remote results are the consequences 
of efforts at repair: gliosis (scar formation), cyst formation, adherent 
meninges, enlargement of the ventricle from loss of brain substance, 
displacement of the ventricle toward the site of the cortical sear, and 
distortion of the eytoarehiteetonies. Rand? has detailed the results of 
injury in several articles. 


Williams? has studied the electroencephalogram in acute and chronic 
post-traumatic cerebral states. In acute states, abnormal electroenceph- 
alograms were regularly noted, diffuse at first, and settling down with 
areas of preponderant abnormality with or without clinical localizing signs ; 
were correlated in intensity with the intensity of the clinical state; and 
showed at times epileptic characteristics, which however held no prog- 
nostic significance for a possible post-traumatic epileptic state. 

In chronic post-traumatic states (in this series up to 12 years after the 
accident), he found that an abnormal electroencephalogram after head 
injury usually indicates organic cerebral damage directly attributable to 
the trauma. It may resolve coincident with clinical recovery; or it may 
outlast clinical recovery, in which ease it must be reckoned as the finest 
evidence of residual damage. This may account for relapses in the clinical 
state. 
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A normal electroencephalogram after head injury points (1) to lack of 
cerebral damage, or (2) to full resolution of the damage, or complete 
destruction of the damaged cerebral tissue. In short, the abnormal elec- 
troencephalogram indicates the presence of damaged tissue: its absence, 
the absence of damaged tissue (but not of tissue totally destroyed). 


Case 7705.—Mr. W. M. K., aged 43 years, married, salesman, was admitted to the 
Henry Phipps Psychiatric Clinic on Nov. 21, 1936; discharged on February 27, 1937. 


A healthy, successful business man suffered cerebral concussion in an automobile 
accident in February, 1933. The skull was not fractured. Unconscious for two 
days, he showed right-sided sensorimotor residuals, He became an easy prey to 
delirium with only slight fever, showed poor business judgment, was irritable, and 
humiliated by a guardianship established to protect him, and was at times violent. 
He had poor memory and word-finding difficulty. Headaches were constant, and 
severe, and there were periods with amnesia, characterized by confusion, disorienta- 
tion, impulsive demand for action of some sort in his case, and unreasonable irrita- 
bility with opposition to his demand. In the attacks the pulse always dropped to 
about 48 per minute. 

Considerable improvement except for the memory loss which was not progressive 
(except for the attacks). 

In the family, the father died of paresis, a sister was for years schizophrenic, and 
a brother committed suicide. The patient had always been stable, energetic, dom- 
ineering, high tempered, and cheerful. 


The patient came to the Clinic complaining of headaches, of spells of irritability, 
fatigue, lack of control of the right side and staggering gait, trembling of the right 
hand, poor memory, lack of enthusiasm, and suspicions of the motives of others, even 
of his wife. His wife added that he had threatened to choke her, and had struck 
his eldest daughter. 

The symptoms dated from an automobile accident on Feb. 28, 1933. Because of 
business conditions he had been worried, irritable, and somewhat sleepless for some 
months prior to the accident. In the accident the car turned over, his head was thrown 
against the window support, and the lower chest and abdomen hit the steering wheel 
so hard it snapped off. The patient was unconscious for an unknown length of time 
and was first seen one and a half hours after the accident. Не was ‘‘drowsy and 
irrational, complaining of headache, pain in the stomach and dizziness.’” There was 
a bump the size of a bird’s egg in the right parietal region, with a small skin lacera- 
tion. The skull was not fractured. The pupils were equal and reacted to light, he 
saw double, and things appeared plurred. He was unable to pronounce words dis- 
tinetly. He stood upright with difficulty. The reflexes were normal. He left hospital 
against advice a week later, dizzy and unable to walk without help. 

He was cared for by the family physician who found the right grip weak, and the 
right foot dragging. Sensibility on the right side was diminished. In June, 1933, 
he was examined again in hospital with inconclusive results. 

In the winter of 1933 he made poor business investments, causing the loss of about 
half of his resources. He wrote paranoid letters to his friends and did not remember 
having written them. He was arrogant and abusive'to the family in fits of rage, but 
he did not remember what went on in these periods. At his best he had diffeulty 


remembering names, and in retrospeet said he had been able to read words but could 


not grasp their meaning. 
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In October, 1934, the patient had an illness with a temperature of 103° F., wiih 
delirium which quieted after five days. His wife noted that since the accident ever a 
degree of fever would be accompanied by delirium. ‘‘He always thinks it is raining, 
that a curtain is going to fall on him; he is very fearful.’’ 

In January, 1935, a guardianship had to be established to protect his resources. 
He was infuriated and humiliated by this and was suspieious of the motives of the 
guardianship. 

In April, 1936, he was examined again in hospital. The outstanding findings were 
as follows: 

Optie dises obseured but not definitely edematous; retinal veins abnormally full 
on the left; visual field on the right concentrically contracted; right pupil larger than 
the left. 

Weakness of right arm and leg; adiadokokinesis on the right; right biceps and left 
patellar reflexes more active than those on the left. 

Manner slow and listless; little complaint of headache; speech thick and jerky 
and the content unpredictable. He denied ever having been in a serious autom 
accident. Memory for names and places was erratic, and he often realized his mistake 
and tried to correct it. 

Encephalogram showed an increase in the amount of air in the subarachnoid spaces 
of both hemispheres with a slightly increased size of the left ventricle. 

Since April, 1936, he lived on a farm to get away from too many people, a situation 
irritating to him, He had an increasing number of attacks of rage with amnesia for 
his behavior in them. 

The past history was a remarkable story of success in a driving, ambitious, hurd- 
working man, cheerful and full of fun, yet arrogant and domineering, and always 
high tempered. He never bore grudges and was noted for his persistency. 

Since he had been ill he worried much about the mental illness of his family. His 
father died of paresis after squandering the family fortune. A sister was schizophrenic 
in state hospital for years. A brother committed suicide in 1935 in a period of 
financial worry. 

On admission the patient told his story with considerable circumstantiality, showing 
difficulty with the dates of events of the present illness and to a lesser extent of the 
past history. Many details of the present illness he recounted only from hearsay, since 
he did not remember them at all. The mood was ‘‘cyclical,’’ and he said he was 
unable to remember most of the depressed periods. He threatened suicide a number 
of times. In the Ьай’? times he feared his business competitors were about to inoc- 
ulate him with a needle, felt they were in league against him. When he felt better, 
he realized that ‘‘they are all fine fellows and good friends." He described hypnagogie 
hallucinations in which his children suffered injury. 

The orientation was good, although he said he was constantly uncertain whether 
to say 1936 or 1937. He retained seven digits forward and six reversed. He named 
the presidents as far back as Cleveland, and general information was good. Remote 
memory was hazy, and memory for the previous three years was very poor, some 
periods being gone completely. Formal judgment questions were well answered. ‘The 
insight statement was, ‘‘ Something has happened, a strain, a fear of collapse has 
brought on anxiety. It has reached such a point that it has reduced my palance.’’ 
Another time he said that he felt he had recovered from the effects of the accident 
and that his difficulties were all due to the humiliation he had to suffer. He also 
asked that he be told what he could and could not do, so that he might order his 
life’ with less uncertainty. 
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By the Binet-Simon intelligence test he scored a mental age of 18 years, with 
a base line of 16 years, He missed two of the absurdities in the Hausmann test. 
In the арћавіе tests when shown a pencil he said, ‘‘ Bleistift,’’ and then after a pause, 
‘pencil’? He explained that he had to mull over a real resentment he held toward 
Germans before he could say the English word. On the Binet-Simon test he blocked 
a full minute on the definition of ‘‘perfunctory,’’ explaining that he had called his 
being placed under guardianship a ‘‘perfunctory act,’’ and that he had to break 
through the emotion aroused by the word before he could go on. When the olfactory 
testing was being done, he named the odors only after mumbling various names over 
to himself, finally saying ‘‘horse-radish’’ to two of them, then correcting himself. Here 
again he had a ready psychologically intelligible block as explanation, Later, however, 
he used ‘‘yision’? for ‘hearing’? without recognizing the error, and when unable 
to say ‘‘February,’’ finally said ‘‘Monday,’’ arriving at that word by thinking of the 
second month. He described the groping for the word as n feeling **as if walls were 
falling in on me,"? 

The skin resistance showed a reading indicative of tension once, and a normal reading 
later. Psyehogalvanie reactions showed slowed pulse to many questions, The condi- 
tioned response test was well performed. 

The general physical condition was excellent. He was a powerfully built, big man 
of pyknie habitus. The neurological findings were as follows: 

Pupils unequal, the right larger than the left; small field defect in the lower nasal 
quadrant of the right eye; generalized muscular weakness of the right side; absent 
plantar response, decreased knee jerk on the right; dysdiadokokinesis of the right arm, 
tremor of the right hand and downward drift of the outstretched right arm when the 
eyes were closed; loss of position sense of the right toes, and decrease in the position 
sense of the right fingers; questionable decrease in general sensibility on the right side; 
decreased vibration sense both sides, more во on the right; absent abdominal and 
cremasteric reflexes, The evidence therefore was of widespread damage, but principally 
of the left hemisphere. The blood pressure was 120/65, and the pulse varied from 60 
to 80 per minute, 

In the Clinic the patient had four periods of confusion between which he was happy 
on the ward and a leader in its activities. Tho first attack was on November 28. He 
became dizzy at 11:30 л.м. He lay down and, when seen at noon, was disoriented, 
crying, agitated, He complained of fullness in the head and the pulse was 60 per 
minute. Later in the day the pulse dropped to 52, then to 48, but the pressure remained 
the same, He had difficulty in naming objects. He wrote а letter in a tremulous, 
garbled fashion, bearing a facsimile of a check on which the word ‘‘wenk’’ appeared. 
(The checks for his insurance disability were made out to his wife as the guardian of 
a ‘weak-minded individual.’’) Не was still confused in the evening, although the 
pulse had risen to 70 per minute, The other attacks were of a similar nature, all with 
slowing of the pulse, confusion, and often with impulsiveness, He had amnesia for all 
of the attacks. 

Hypertonic solutions and various drugs were tried in an effort to ameliorate the 
attacks without much effect, but it was discovered that large doses of enffeine gave 
considerable relief to the persistent headaches. 

He had good rapport with the Clinic, feeling he was being honestly treated and over- 
came his sensitivity concerning the necessity for the guardianship, The insurance com- 
pany paying permanent disability agreed to let him try teaching without hazard to his 
status, and on a protected regime, living on a farm, with a reduction in the irritations 
from the noise and confusion of a large family, he did well and taught regularly. The 
last report in December, 1938, showed the patient much more stable but still with hend- 
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aches relieved by caffeine, and with memory deficits. He stated that he had learned ile 
necessity for complete control of his temper, for once in a fit of it he had become un- 
conscious. 


Comment.—Constant memory deficits, word-finding difficulty, aud 
headaches punctuated by attacks of disorientation, confusion, impulsive- 
ness, irritability and anger, with slow pulse and amnesia for the attacks, 
were the outstanding behavior disorders in this patient. The neu- 
rological signs pointed to widespread lesions of the left cerebral hem- 
isphere. The encephalogram showed the left lateral ventricle somewhat 
enlarged. He was brought to hospital because of spells of uncontrollable 
rage related to his sensitivity at being under guardianship and to ¢x- 


cessive irritation from noises and family *tegnfusion." These spells 
subsided to a great extent in Clinic, largely apparently through his con- 
fidence in the treatment and its essential unprejudiced fairness. The 


sensitivity over the guardianship was graphically portrayed in an am- 
nesic spell. The rage spells actually led once to unconsciousness. They 
were further ameliorated by simple changes in his living conditions. 
The headaches were markedly benefited by caffeine. Memory deficits 
remained untouched. 

The brain damage served to accent the character traits of domineering 
arroganee, aggressiveness, sensitiveness, and only in the Clinie at- 
mosphere was there a chance for the balancing assets of cheerfulness and 
industry to assert themselves. 


MISCELLANEOUS ORGANIC DEFICIT REACTIONS 


Other miscellaneous types of organie deteriorative disorders may be 
grouped as sequels to the following: 


Infections: 


Syphilis—mesodermal 
Meningoencephalitis 

Multiple sclerosis (infectious?) 
Brain abscess, etc. 


Encephalopathias from poisons: 
Benzol and like products of the distillation of crude oil 
· Lead, arsenic, other heavy metals 
Carbon monoxide; illuminating gas, ete. 


Heredodegenerative diseases: 
Hepatolentieular degeneration 
Huntington's ehorea 
Tay-Saehs disease 
Diffuse selerosis 
Tuberous sclerosis, ete. 
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Prolonged hypoglycemia, induced, or spontaneous 


Excessive electroshock, or metrazol convulsions, or spontane- 
ous convulsions 


As far as the behavior picture goes there is nothing characteristic 
about these disorders. The common features are decline in the assets 
and in some instances the dysergasie episode at the beginning or cur- 
rently. The diagnosis rests on the neurologic, serologic, and bacteriologic 
evidences of the disease process. For the histologic findings, consult the 
extensive neuropathological literature. 


Mesodermal (meningovascular) syphilis is distinguished clinically 
from paresis by the predominance of dysergasie features, with hallueina- 
tions, paranoid development, ete., cranial nerve palsies, and sensory 
disorders, with a great increase in the lymphoid cells of the cerebro- 
spinal fluid and a “ебе”? gold and mastic curve, with the general 
formula 1223321000. Autopsy reveals a meningitis, more pronounced 
over the basilar regions (in contrast to paresis in which the meningitis 
when present is over the cortex), less plasma cell infiltration of the ves- 
sel walls, absence of rod cells, and the cytoarehiteetonies are not so dis- 
ordered. 

The elinieal differentiation from paresis cannot always be made, and 
the two processes may oceur together. The delirious-hallucinatory- 
paranoid disorder may settle down under treatment to a chronic hal- 
lueinosis without gross defect of the intellectual assets, so that, were it 
not for the history of the illness and for the serologie residuals, a 
paranoid-parergasie hallueinatory disorder might be suspected. In this 
respect it follows the same pattern noted previously for the chronic 
sequels to delirium. 
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CHAPTER ХШ 


THE ACQUIRED ORGANIC DEFICIT REACTIONS 
(ANERGASIA) (CONTINUED) 


FOCAL DEFICIT REACTIONS** 


For many years it has been noted that in some organie brain disease 
conditions, with or without general slump in the assets, there may appear 
a specially severe involvement of certain tools of the personality, over- 
shadowing in importance the more general disorders of memory and judg- 
ment. These are the defects in gnosis, praxis, and the use of languag 
They commonly result from isolated focal disease processes in the cere- 
brum but may occur from concentration of lesions in significant arcas 
in a more widespread disease process. The usual focal processes are cere- 
bral arteriosclerosis, brain tumor, and Pick’s disease. Trauma, abscess, 
and congenital malformations are other causes. 

In studying the defect reactions in special functions, it is importa!’ to 
keep in mind that these special functions are complex elaborations of 
simpler functions, of primary sensory reception, and of motor initiation. 
These primary functions presuppose the structural integrity of certain 
well-defined cortical areas: the precentral convolution for motor initia- 
tion, the posterior central convolution for general bodily sensibility (ех- 
cept pain and temperature), the transverse temporal gyrus for auditory 
reception, and the calcarine area for visual reception. The olfactory and 
taste areas are not discussed since they have played little part in clinical 
studies. 

Lesions in these areas therefore produce deficits in the primary func- 
tions of sense reception and motor initiation. For example, softening in 
a small area of the precentral convolution produces paresis of a localized 
functionally related muscle group. 

With such primary functions as a basis, the human being has elaborated 
extensive ‘‘higher’’ and more complex functions, through a process of 
assimilation of the primary functions into the associative assets of mem- 
ory, imagination, etc. These complex functions then are, par excellence, 
topical intellectual assets, based on primitive functions, and their integ- 
rity depends on the integrity of the primary functions. On the other 
hand, the complex functions may suffer defect or disorganization, while 
the primary functions remain intact. This follows theoretically from the 
laws of integration and сап be verified daily in clinical practice. 

In general, it may be further said that the complex functions so elabo- 
rated require for their operation the structural integrity of the cortex 
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adjacent to the primary receptive and initiative zones, and of certain 
subcortical associative pathways. 

With the central fissure the dividing line between motor (anterior) and 
sensory (posterior) functions, immediately certain general conceptions 
become possible in relation to the localization of lesions in cases of special 
defect, The real battle of the past years and of today lies in the effort 
to narrow the localization of function. This, however, is likewise depend- 
ent on clear definition of the function to be ‘‘localized.’’ The latter effort 
has met two fates, one a definition by reduction to psychological ‘‘cate- 
gories” (Goldstein), which in varied hands has met with varied applica- 
tion; the other a rigid adherence to praetieal expression of psychological 
processes themselves unknown, making for rather absurdly fine-spun dis- 
tinetions in types of performance. The truth probably lies somewhere 
between the two extremes. 

The two varied efforts to define function have led characteristically to 
iwo different attitudes to the final localization problem: the one, to a 
denial of striet localization in favor of a reaction of the brain as a whole; 
the other to a striet localization whieh praetieally equates strueture with 
function, and contiguity of structure with extension of function. Again 
the truth likely resides somewhere between the two extremes. 

Probably in the final analysis, special human behavior may be viewed 
usefully in the light of basie psychological assumptions. This must in 
no wise be allowed to license subtlety in plain disregard of practical and 
important behavior differentiations. Probably also some sorts of behavior 
disorders are less “‘localizable’’ than others. This is a field in which a 
catch-as-catch-can pragmatism is more worth while than a priori theory. 
The need is for alertness to nuances of disorder, methods for their exami- 
nation, the use of derivations and of psychological hypotheses, and the 
final check by autopsy, with a synthesis of the whole as far as сап be 
assumed and with recognition of those things which do not fit into the 
final conception. 

In this program, admittedly a large order, no doubt more attention to 
the biographical record of the sufferer will play a greater role in the 
future. The matter has been treated in too static a manner. 


Cerebral Arteriosclerosis 


Cerebral arteriosclerosis is present only as a part of a general arterio- 
sclerosis, but in degree it may be out of proportion to the general, The 
process may attack the large basilar vessels mainly, or it may be wide- 


spread throughout the fine end vessels. The end result on the brain is 


an uneven destruction, with multiple ischemic areas, or hemorrhages, 


small or large, with atrophy of the brain parenchyma, gliosis, and eyst 


formation. 
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The clinical picture is distinguished from other anergasie processes 
mainly by the uneven deteriorative changes, the presence of focal sigus, 
of general and retinal arteriosclerosis, and by the exclusion of other 
factors, as for example, syphilis by a negative Wassermann reaction. 

Together with memory and judgment defects, the following are likely 
to appear: headaches, insomnia, irritability, temper outbursts, outcrop- 
ping of psychoneurotie traits previously kept under control, as obsessious, 
hypochondriasis, ete., sexual adventuring of a flagrant type, involving 
at times assaults on children, alcoholism. Sooner or later transient or 
permanent focal signs generally appear, the telltale evidence of the pro- 
gression of the process by sudden involvement of new areas, as Jacksonian 
convulsions, or more generalized convulsions, paralyses, anesthesias and 
paresthesias, tremors and rigidities, dysarthria, aphasia, apraxia, agnosia, 
ete. 


Fig. 60.—A illustrates a variable I of Pick's cell containing a round, structureless, 
homogeneous, argentophilic globule. The displaced nucleus lies in the periphery. 
process contrary to the usual picture is evident for a long distance. The cell was 


noted in a case of juvenile dementia paralytica in a patient aged 17 years. B illustrates | 


d rne of, Rieke, call ШШ е nents perite dn a patient A. 

noted in a case of juvenile deme: dont ni a 

Bielschowsky's stain. juvenile ntia paralytica in a patient age! y 
From Williams, H. W.: Peculiar Cells of Pick's Disease; Their Pathogenesis and 


Distribution in Disease, Arch. Neurol. & Psychiat. 34: 508, 1935. 

The process may coincide with other old age diseases, as senility, or 
Alzheimer’s disease, and the differentiations are not always possible. The 
onset is somewhat earlier than in senility and may occur as early as the 
late forties. 

The general physical condition progressively declines, with evidences 
of cardiovascular renal disease, or other metabolic disorder, and jnade- 
quate compensations. Death often follows apopleetie stroke, or intercur- 
rent infection, as pneumonia, or prolonged gradual cachexia with extreme 
emaciation. 

: 1 Pick’s Disease 

This is a disease usually of old age, of the period of Alzheimer’s disease 

and of arteriosclerosis, but infrequently it is said to oceur at a much 
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earlier age. It is a rare disease, characterized by massive atrophy of the 
cortex of a lobe, and unlike Alzheimer’s the atrophy is likely not to 
be symmetrical, involving only one lobe. The frontal and temporal lobes 
are points of predilection. The nerve cells undergo a specific alteration 
(Figs. 60, 61, and 62). The condition is thought to be hereditary. 
The disease is important clinically because of the localized damage, 
without the disturbing side effects common in tumors. Unlike tumor 


Fig. 61.—4 illustrates a large cell with a fibrillary whorl formation from the gray 
matter about the aqueduct of Sylvius in a patient 29 years old with postencephalitis. B 
is a photomicrograph of a neighboring” cell showing classic Alzheimer flbrillary changes. 
Bielschowsky's stain. 

From Williams, H. W. 
Distribution in Disease, A 


Peculiar Cells of Pick's Disease; Their Pathogenesis and 


Neurol. & Psychiat. 34: 508, 


a variable II of Pick's cell showing the entire 
cytoplasm converted into a homogeneous, ‘structureless, argentophilic mass, No processes 
were evident, and the nucleus lay on the rim of the cell. В is a photomicrograph of a 
large variable II cell, the cytoplasm of which is a homogeneous argentophilic mass which 


does not extend into the processes but is sharply delimited. 
From Williams, H. W.: Peculiar Cells of Picks Disease ; 
Distribution in Disease, Arch. Neurol. & Psychiat. 34: 508, 1935. 


Fig. 62.—A is a photomicrograph of 


Their Pathogenesis and 
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cases, in which the process is sometimes reversible by operation, Pivic's 
disease is progressive and fatal through intercurrent disease, etc. 

It is likely that many patients diagnosed as having senile, artcr:o- 
sclerotie, or Alzheimer's disease residing in ehronie hospital have in reality 
Pick’s disease. The need for autopsy studies is imperative. There have 
been no cases so diagnosed and verified in the history of the Phipps Clinie. 

The reader is referred elsewhere??? for case reports and detailed autopsy 
studies. 

Brain Tumors 


Brain tumors are primary of the brain tissue or its eoverings, or second- 
ary and metastatie to tumor elsewhere. They are recognized by the com- 
plaints of headache and vomiting, by a general lowering of pulse and in- 
crease in blood pressure, papilledema, neurological signs pointing to more 


or less focal disturbance in function, general personality change, delirious 
or eonfusional behavior, diffuse or topical deficits, or endocrine (pituitary) 
disorders, ete.—all the result of an expanding mass impinging on the 
brain from the outside or developing within the brain substance. Dural 
endotheliomas are the most common extracerebral tumor, and the gliomas 


are the cerebral tumor proper. 

For practical purposes the diagnosis of tumor has largely come to rest 
on the most incontroversial evidences of intracranial expansion, headache 
and papilledema, and the localization is best accomplished by ventriculo- 
gram, the x-ray visualization of the head after the introduction of air 
into the cerebral ventricles; by encephalogram, through the introduction 
of air into the subarachnoid spaces; and by the electroencephalogram, 
registering graphically the spontaneous electrical brain waves and not ing 
the areas in which the normal pattern is distorted. Since electroen- 
eephalography registers only cortical neural aetivity, it follows that sub- 
cortical tumors may escape detection entirely, or be less accurately loeal- 
ized only through their secondary effeets on the eortex. 

These entirely practical methods should in no wise be allowed to close 
the door to the more theoretieal problem, still urgent and largely un- 
answered, that of the cerebral localization of behavior funetion. There- 
fore, every ease of brain tumor should have thorough testing for both 
general dysergasie and defeet disorder, and also for the evidences of focal 
disturbanee in gnosis, praxis, language. 


The Special Functions of Gnosis, Praxis, and Language Use and 
Their Examination* 


The examination of the special functions presupposes a knowledge of 
the previous educational level of the patient, a complete neurological 


*Adapted with modifications from A. Meyer: “Е i hasia, ete.” (un- 
published). eyel xamination for Asphasia, 


ee 
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examination with accurate tests of hearing (audiogram), vision (includ- 
ing perimetry), and the other special senses. The handedness of the 
patient and the familial tendency in this direction must always be noted. 
The general mental status, the attention, alertness, spontaneity, attitude 
toward the surroundings, and the general appreciation of the condition 
and the purpose of the examination should be described. 

The results of such tests are rarely constant, minor or more far-reaching 
fluctuations occurring from day to day, with relation to the degree of 
general well-being or fatigue, emotional factors, as a reaction to success 
or failure, ete. Goldstein pointed out the ‘‘catastrophe reaction” as an 
important reaction in all varieties of brain damage to failure or threat- 
ened failure on test performance, interfering with the further eonduet 
of the examination, Mayer-Gross and Guttman’ list as varieties of the 
catastrophe reaction perseveration, fatigability, iteration, haste and slow- 
ing, various emotional reactions, as anxiety or resentment. Tt is impor- 
tant in eondueting the extensive explorations necessary to à complete 
statement of the special functions to space the examinations to avoid 
such ‘‘eatastrophe reactions’’ and their hangovers. 

Agnosia.—Aenosia refers to all specifie deficits in recognition and un- 
derstanding, i.e., in the assimilation of primitive sensory impression into 
the associative processes. It is therefore a specific intellectual defect, 
related to specific sensory functions. Agnosia, by definition, may there- 
fore be related to any one of the special senses and the more common 
somesthesias. Practically speaking, the important and well-studied var- 
ieties are visual, auditory, and tactile agnosias, and the agnosias of body 
image and of space-time relationships. 

Visual Agnosia.—Examination presupposes а thorough opthalmologieal 
examination for the status of the organ and its central eonneetion. Bi- 
lateral ealearine destruction or destruction of the ealearine area of the 
dominant hemisphere and interruption of the intercalearine commissural 
fibers in the posterior portion of the corpus callosum produce “cortical 
blindness” in which primary visual impression is absent. Visual imagi- 
nation may still be intact. This is not true agnosia, for it is a disorder 
of the fundamental sensory reception. Other extracalearine disorders, 
still not truly agnostie, are lack of appreeiation of depth or movement, 
lack of grasp of more than one or two objects at once, of colors, or lack 
of optic attention, ete. All such disturbances should be carefully searched 
for quadrantie or hemiopie distribution. 


True visual agnosia means (1) the lack of ] ‘ 
(2) the loss of visual imagination or memory. When the agnosia applies 


to letters and words, the disturbance is called alexia and will be discussed 


recognition of objects or 


under aphasia. 
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Tests are made by presenting the patient with objects to name or other- 
wise to give evidence he recognizes them and understands. The means 
of recording the recognition will depend on the measure of disorder in 
language and in praxis. Pictures of objects are. shown: Does he recog 
nize color, form, size, depth, perspective, pictorial movement? Does he 
grasp the sense of a number of objects within the range of vision? Does 
he fail to encircle marks on a large test paper in any special quadran! 
of the visual field (in the absence of hemianopsia)? Does he see errors 
and omissions in pictures? 

If recognition of actual objects or pictorial objects is good, how is his 
visual imagination? Can he remember and describe objects not actually 
within sight, for color, form, size, depth, perspective, etc. ? 

The tasks may be graded by use of the tachistoscope. 

The actual problems and the verbatim answers should be recorded in 
all circumstances for future reference. What is the role of perseveration 
in the apparent difficulty? Of fatigue? Exasperation or other emotional! 
factors? 

Visual agnosia results from lesions of the occipitoparietal and occipito- 
temporal connections, 

Auditory Agnosia—Examination presupposes integrity of hearing as 
determined by audiogram. Bilateral destruction of the transverse tem- 
poral gyrus produces cortical deafness, in which no sound of any sort is 
heard. Destruction largely of the connections of the transverse temporal 
cortex may produce verbal agnosia or sensory aphasia (discussed under 
aphasia), agnosia for music, amusia (which includes also other elements, 
as time appreciation), agnosia for voice, inflection, pitch and loudness, 
other sounds as whistles, bells, ete., for their differential features. 

Tactile Agnosia.—Examination presupposes a thorough examination of 
body sensibility. 

Tactile agnosia is best represented by astereognosis, or lack of recog- 
nition of an object by its form. The patient may be able to deseribe it 
accurately but then is unable to grasp the symbolic meaning of the de- 
scription. Tactile agnosia also refers to nonrecognition of the final mean- 
ing of quality of sensation also, as well as form. 

Does the patient recognize and name objects held in the hand (without 
visual help), numbers written on the skin, different sorts of material— 
silk, wool, cotton, ete.? Е 

Tactile agnosia results from parietal lobe lesions, posterior to the poste- 
rior central convolution. 

Agnosia for Body Parts (Body-Image Agnosia, Autotopagnosia)—This 
was first noted in connection with cases of loss of an extremity which was 
denied by the patient (anosognosia of Charcot). It may be noted in all 
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degrees from such flagrant loss of the body image (or rather loss of the 
ability to make necessary adjustments in it), to uncertainty over the 
localization of body parts, as, for instance, running the hand over the 
entire shin when asked to poirit out the ankle. 

The most important variety of this disturbance is in the finger agnosia 
of Gerstmann. In this disorder, which achieves a special distinction be- 
cause of the importance of the hand in human development, the patient 
is unable to name, point out, or move to order the fingers of his own hand 
and of others. The patient may be unaware of this difficulty and actually 
continue skilled movements although generally slight clumsiness is to 
be noted. This condition may be present as the lone disorder of the 
postural model of the body. 

The patient on examination is asked to point to body parts (do not 
specify right or left!), or to name those pointed out. The task may be 
complicated by the introduction of orders demanding motility, as to bend 
the thigh on the trunk, to touch the ear with the forefinger, ete., or by 
right-left complications (although this properly is testing for spatial 
recognition). 

Finger agnosia seems to result from lesions in the supramarginal gyrus. 
This is to be expected since this would be the logical meeting place for 
the tactile, kinesthetic, verbal, and visual participation in finger functions. 

Autotopagnosia in a more general sense is less well localized on the basis 
of known material. It likely is due to destruction of the posterior por- 
tion of the parietal lobe. 

Agnosia for Space and Time.—Disorders in spatial orientation, relative 
or absolute, are not uncommon. The patient is examined for his absolute 
orientation (by the compass), for ‘‘up,’’ ‘‘down,’’ **behind,"' ‘‘in front," 
‘right and left," for his memory for spatial relationships (directions to 
reach a given goal in his eity), for his ability to locate familiar places 
on a map, ete. 

The best studied is right-left disorientation whieh may be present with 
intact absolute and otherwise relative spatial orientation. It has been 
repeatedly shown that right-left orientation is learned in early childhood 
and in pathologie disorders reappears as directional use with the self as 
the basic orientation, and specifically with the hand (although some sub- 
jeets orient by the ear, ete.). Right-left disorientation therefore is elosely 
related to autotopagnosia (and especially finger agnosia) but may exist in- 
dependently. According to Bonhoeffer who described the autopsy in one 
ease, the disorder results from destructive lesions in the angular gyrus. 

Agnosia for time is also not uncommon, as a defective judgment of the 
passage of time, for rhythm (conventionalized time), for ‘‘time’’ of the 
clock, ete. The patient cannot set correctly the hands of the clock to 
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order. He may set it by reference to one hand alone or by counter- 
clockwise reading. A number of elements enter into time as so conceived, 
with spatial representation a prominent feature. Construetive apraxia 
(see later) is therefore the most commo? condition in which spatialized 
time disorders appear. In the Korsakow psychosis there occurs perhaps 
the purest culture of loss of time appreciation, and, as already noted, 
this psychosis usually results from diffuse cortical disorders or posterior 
callosal or parietal lesions. 

Aphasia.—Aphasia refers to defect in the verbal use of language in 
the presence of intact peripheral mechanism for speech, and not due to 
emotional and personality factors. It results from localized destructive 
lesions of the cerebral cortex, as Broca was the first to show. His ob- 
servations ushered in the intensive study of the phenomenon, and a long 
list of distinguished investigators, including Marie, Head, Meyer, Weissen- 
burg, Isserlin, has added much material to the subject. Verbal language 
is a complex activity, dependent on sensory reception and understanding 
and memory, planning, and motor execution. Broca’s observations were 
generously confirmed in cases in which the deficit was largely in the 
motor execution, and the type has come to be known as motor, or expres- 
sive, aphasia. 

In motor aphasia word understanding and use in ‘‘internal language" 
are preserved: the patient knows what he wishes to say but has great diffi- 
culty in expression and in initiation, hesitancies, cireumlocutions, word 
mutilations, poorly planned sentences. He is aware of the disorder, suf- 
fering keenly from it. The condition may include or spare imitative 
speech. Reading is usually intact, and writing may or may not be 
deficient. 

Examination includes an account of the patient’s spontaneous produe- 
tions, the quantity, repetitiousness and perseveration, the types of muti- 
lation, and a comparison of spontaneous speech with eonversation and 
imitative speech. : 

The lesion in expressive aphasia is in Broca ’s area, the foot of the third 
frontal convolution of the dominant hemisphere just anterior to the face 
area of the anterior central gyrus. Any extensive lesion is also likely to 
involve the adjacent second frontal convolution just anterior to the hand 
area of the anterior central convolution, and in such case agraphia is also 
present. ; 

Wernicke first delimited the aphasias dependent on defieient word 
understanding, word memory, and planning Thése elearly are depend- 
ent on impaired elaboration of sensory reception, and on the intrinsic 
language functions. They fall into two groups, therefore, the sensory or 
receptive aphasia, and amnestie aphasia. They are commonly mixed. In 
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both types execution is good; words are well pronounced, but in severe 
cases the result is jargon, and in less severe cases paraphasia, ie., the 
use of wrong words, or anomia, the inability to remember words. 

The examination is to determine the patient’s understanding of words 
as used in simple and more complex commands and in conversation. The 
understanding may be tested through verbal responses, or in motility, as 
in writing or otherwise performing. Agnosias and apraxias may com- 
plicate the examination. The patient is likewise tested for his word 
initiation by noting the spontaneous anomia and paraphasia, the same in 
conversation, and in response to things seen, heard, felt, tasted, smelled, 
and imagined. The patient may repeat words and sentences but does not 
understand what he has said (transcortical aphasia or automatic speech). 

Adolf Meyer* lists the clinical groupings as follows: 

A. Receptive disorders. 
1. Disorders of the auditory receptive functions: 
a. Pure word deafness—without paraphasia or difficulty of 
initiation. 
b. Word deafness with involvement of the speech function in 
the form of paraphasia and difficulty of initiation (anomia). 
2. Disorders of visual language functions: 
a. Pure alexia without speech disorder and without agraphia. 
b. Alexia with agraphia and varying degrees of aphasia. 
B. Intrinsie disorders. | 
1. Difficulties largely of elaborative or intrinsic speech processes. 
C. Emissive disorders. 
1. Difficulties in word planning, sentence planning, and word 
execution in speech, without agraphia. 
2. Execution difficulties in speech with agraphia. 

As noted in the section on agnosia, cortical deafness results from bi- 
lateral destruction of the transverse temporal gyrus (the entrance zone 
of the auditory radiation). 

Loss of word identification results from subcortical and partial bilat- 
eral lesions. Word deafness and disorders of elaboration as anomia and 
paraphasia result from lesions of the transverse temporal gyrus of the 
dominant hemisphere and the eallosal connections to the other hemisphere. 

Besides verbal speech, the reading and writing are to be investigated. 
Reading is tested orally, noting errors in pronunciation and the under- 
standing of what is read. Reading may be reduced to single letters or the 
simplest words. On the other hand it may be well preserved with gross loss 
of understanding. From the reading the loss may be judged as pre- 


*Modified from Meyer, A.: Present Status of Aphasia and Apraxia, Harvey Lectures, 
1910, p. 228, New York, 1910, J. B. Lippincott Company. 
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ponderantly due to receptive or to emissive disorder. Pure alexia results 
from disconnection of the calearine areas from the language areas without 
involvement of the angular gyrus. Alexia with agraphia and aphasia 
results from lesions of the posterior parietal cortex. 

Writing likewise is tested: spontaneous, to dictation, and by copying. 
When the patient cannot write but can spell with block (preformed) let- 
ters, constructive apraxia may be surmised. 

The omissions or other mutilations should be noted. Does he under- 
stand and can he read what he has written? The name is commonly best 
preserved. Again, from the tests the writing will be seen to suffer from 
predominantly émissive disorder or from intrinsic language disorder. 
In the latter case the ability to copy is preserved, but spontaneous writ- 
ing or writing to dictation is interfered with through paragraphias, hesi- 
tations, and loss of words. y 

Agraphia results from lesions of the foot of the second frontal con- 
volution and is usually associated with motor aphasia (from lesion of 
Broca’s area). 

Examination for Aphasia.—Spontaneous speech, and resources of motor 
speech : 

To what extent does the patient speak spontaneously, or in reply to 
questions? Ask for the story of his illness, and note to what extent he 
volunteers speech, and opens or continues eonversation. What is the 
extent of the vocabulary? Is there any slowness, hesitation, tripping of 
syllables, loss of certain letters, and paraphasic disorder, or aggram- 
matism? Any perseveration? If possible make a sound and moving 
picture record, otherwise give a stenographie example with description 
of the intonation, gestures and mimic. 

How does he call for the nurse or another person—by sign or by word? 
Request the patient to call someone. 

Enumeration of alphabet, days, months, counting forward one to twenty, 
and backward to one. Does he need help? 

Recitation of the Lord’s Prayer, a familiar poem, the words of a familiar 
song, with or without the music. Can he pick up the thread when inter- 
rupted? 

Spelling of words, counting of letters and syllables. 

What is his proficiency with foreign languages? 

Repetition of letters, words and sentences: 

Several letters, simple phrases, and test words and phrases : Methodist 
Episcopal church, Massachusetts General Hospital, etc.; some foreign 
words and phrases; numbers. 
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Repeat a series of words beginning with the same syllable, as: ‘‘go, 
gone, gold’’; ‘‘all, allopath, alley, alibi." Is the meaning understood at 
onee, after repetition by the patient, or not at all despite the ability to 
repeat? 

Is there any automatie echolalia? Any perseveration with success or 
failure? 

Reaction to words heard (with acts or verbal response) : 

Does the patient understand his own or other names; simple or com- 
plicated words; orders, as, put out your tongue," ‘‘close your eyes,” 
**elose the door,” ‘‘shake hands,”’ ete.? Marie’s three-paper test, or the 
window-door-chair test of compound orders. 

Does he pay attention? Does he depend on the examiner’s gesture? 
How does he react, by direct action or by pointing or gesture, without 
or with word links, as by repeating the words, with echolalia, or by 
transforming the question? In the latter case, does he use appropriate 
pronouns? Does he react with adequate answers in words or gestures, 
or inadequately, and complicated by paraphasia, irrelevant prođuctions, 
iterations or gibberish? Any circumlocutions, or evasions of difficult 
words? Illustrate. 

How does the patient fare with homonyms: ‘rain, reign,” ‘‘right, 
write,’’ **to, two, too”? 

Does he understand abstract derivatives of. words or phrases with 
concrete meaning, as ‘‘high hat," ‘оу brow,” ete.? (See metaphor test 
in Part L) Does he derive the lesson in simple short, fables? 

What is his verbal memory? Ask him to name five animals, five 
flowers, five vegetables, five eities; three sweet foods; some fruits. 

Requests to piek out objeets shown in duplicate and objects named: 

Does the patient pick them out correctly and bandle them correctly? 
Use and specify at least ten objects, first by duplicate test without the 
use of words, and then by calling for the object by spoken word and 
by written word. 

Reaction to things heard: 

Does the patient understand the mewing of a cat, barking, watch tick, 
jingle of keys, ring of a bell, lighting a match, water running, counting 
money, etc.? If the patient does not speak, let him identify the sound by 
reference to appropriate illustrative pictures. Does he understand in- 
tonation: anger, begging, scolding, questioning, ete. ? 

Examine both ears in this manner. 

Speech reaction to things seen: 

Is there any evidence of disorder of visual attention? What is its 
distribution by quadrants? 
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Can the patient name familiar objects: pencil, comb, scissors, key, 
knife, spoon, fork, watch, match box? (If he cannot name them, can he 
indicate their use? See praxis test.) 

Body parts: Does he name body parts—fingers, hands, knees, elbows, 
shoulders, feet, hair, head, eyes, mouth, ears, shin, thigh, ankle? 

Can he name forms: circle, square, triangle? 

Can he name colors: red, blue, yellow? Their nuances, pale, dark, 
bright, dull? Their combinations? Can he match colors? Can he sort 
colored yarns or wool threads into categories, and what are these cate- 
gories (color, brightness, еќе.)? What are his running comments on the 
task? 

Does he interpret correctly pictured or performed movement: beckon- 
ing, threatening, saluting, throwing a kiss, whistling, smiling, laughing, 
weeping ? 7 

What is his visual memory? The color of the sky, of lemons, of grass? 
The shape of a pine tree, a ball, an envelope? 

Speech reaction to things smelled : 

Can the patient notice and name odors and interpret them—winter- 
green, peppermint, cloves, vinegar—or point to the name on a list or 
when mentioned? Does he remember and describe the odor of ammonia, 
of the above oils, ete.? 

Speech reaetion to things tasted: 

Can he differentiate and name salt, quinine, lemon, sugar? Does he 
remember and deseribe them and other familiar tastes? 

Speech reaction to things felt (with eyes shut) : 

Does he reeognize and name objeets in either hand, numbers, letters 
and geometrieal figures written on the skin of the hand and forehead? 

Can he name parts of the body touched by the examiner? 

Reading: 

Can he read letters, short and long words, phrases, sentences, printed 
and in seript? Are they spelled, read in syllables, or as a whole, the let- 
ters or syllables compounded into words correctly, spoken properly and 
understood? Test reading aloud with the Binet-Simon story for year X 
and for understanding after silent reading. 

Can he read several words run together? 

Signs: Y.M.C.A., J.H.H., D.A.R., U.S.A., ete. 

Newspaper headings: The Baltimore Sun, New York Times, ete. 

Can he read incompleted words or words with letters missing? 

Сап he read foreign words and with what understanding? 

Can he read his own writing? 

Does he understand words written on the hand? 
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Сап he read words upside down? (Reversal may be noted when 
actual reading is impossible.) 

Numbers: 

Single, combinations of increasing complexity, with and without pune- 
tuation to indicate thousands, ete. Decimals, fractions. Can he indicate 
the larger, smaller, equality? 

Is the sense throughout grasped without speaking what is read, or 
only from reading aloud, or not even then? Does he read correctly with- 
out grasping the meaning? Does he try to spell? Does he use any self 
helps, as tracing the letters with the finger, ete.? Any perseveration? 
Any improvement by repetition and by helping along? 

Writing Spontaneous, a letter with signature, or a statement concern- 
ing the illness. Any word mutilations, dropping out of words, syntactical 
errors, inappropriate words? Does he keep to the line? 

Dictation: name, address, simple words, phrases, and sentences; signs; 
numbers, including decimals and fractions. 

Copy: words, phrases, numbers. 

Does the patient read and understand what he has written? 

How does the left (right) hand compare with the right (left) hand 
performance? 

Calculation—Simple and more complex addition, subtraction, multipli- 
cation, division. How are spatial factors managed, asin **earrying over," 
‘borrowing from,” ete.? 

Music.—Can he sing familiar tunes or name those sung? Does he hum 
or use the words? Can he start again if interrupted? Has he a sense for 
pitch, time? Can he whistle? Can he tap out rhythmie signals with a 
pencil? 

Internal Language or Essential Language-Function.—Proust-Licht- 
heim’s test: Show the patient an object and ask him to indicate how many 
letters or syllables are in its name, either by raising the fingers, pressing 
the hand, tapping with a pencil, or with movements of respiration. Thomas 
and Roux: Show an object and tell the patient a number of syllables 
among which he should pick out the first syllable of the name of the 
object. Onuf and Frankel test for number concept: Count cards and 
turn over every sixth one. 

Word memory as indicated previously, for names of objects, colors, 
movements, shapes, ete.; categories of objects. Abstract language usage, 
metaphor, simile, homonyms, synonyms, antonyms, ete. 

Apraxia.—Apraxia denotes the loss of, or disturbance in, the perform- 
ance of learned, skilled movements, as the result of focal cerebral de- 
struction, in the presence of intact peripheral sensorimotor apparatus. 
The apraxia problem reached special precision with the observations of 
Liepmann, a pupil of Wernicke, on a patient in a hospital for mental 
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disease, who appeared demented, but on closer observation could be 
shown to be confused because of the remarkable interference with skilled 
movements on the right side. When this side was immobilized and the 
left side forced to assume the initiative, the patient did well and re- 
mained mentally clear. 

As with speech (which is only a special instance of motility in the 
service of symbolization), apraxia, involving general bodily motility, re- 
fers to complex behavior with a motor component and an ideatory com- 
ponent (memory and planning). Examination discloses mutilation of 
movement, spontaneous, requested, and imitative, showing clearly motor 
fumbling or general ineptness, difficulty in reaching the goal or gross 
failure in planning and understanding of the task through motor mem- 
ory disorder. 

Liepmann distinguished three clinical varieties : 

1. Motor or ideokinetie apraxia, in whieh the patient knows what he 
wishes to do, has it planned, but either cannot perform at all or only 
with gross error and substitution. This holds for copied movements as 
well as for spontaneous and requested movements. 

2. Ideatory apraxia, in which movements are intact, but understand- 
ing, motor memory, and planning are defective. There result misuse of 
objects and grossly, inappropriate movements, or other mutilations, with 
poor realization of the error, or actual satisfaction with an inappropriate 
performance. 

3. Limb-kinetie apraxia, a less serious form with the appearance of 
ineptness and fumbling of fine details, as if the patient had not had 
enough practice. It is more closely allied to ataxia. ' 

A special variety of apraxia is the tongue-lip apraxia which is often 
observed in cases of moter aphasia. 

Motor or ideokinetie apraxia results from lesions in the central gyrus 
and in the first and second frontal convolutions, opposite the arm and 
hand region, of the dominant hemisphere. 

Ideatory apraxia results from lesions posterior to the fissure of Ro- 
lando, in the parietal lobe, in the parieto-occipital frontier zone, and in 
the posterior frontier of the second temporal gyrus. 

Limb-kinetie apraxia appears to be related closely to ideatory apraxia 
and results from similar lesions. 

When the lesion is cortical, the disturbance is bilateral (but paralysis 
may cover apraxia on the dominant side). If it is subcortical, cutting 
off the callosal connection only, only the subordinate side is affected. 
If the subcortical lesion spares the callosal connections but interrupts the 
pathways to the dominant side, the dominant side is affected, and the 
subordinate side is spared. 
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Praxis.—Does he understand gestures: threatening, beekoning, salut- 
ing, throwing a kiss, thumbing the nose ; weeping, scolding, ete.? 

Can he imitate these gestures? 

Can he use familiar objects: lighting a candle, lighting a cigarette, 
opening a lock with a key, pouring a glass of water from a pitcher, 
buttoning the coat, counting bills and putting them into a wallet, sealing 
and stamping an envelope? Try each hand separately (when the task 
is compatible with use of one hand). Can he imitate these performances? 

Can he whistle, put the tongue out, or into the cheek, bite the lips, 
ete. (for tongue-lip apraxia)? Can he imitate these movements? 

Can he assume body postures at command or imitatively? Can he 
danee, or kiek a football? 

How does he perform imagined movements (without objeet) to request? 

Can he indicate the use of objects presented to him. Does recognition 
of the name of the object assist in the use? How is the use affected by 
closure of the eyes? 

Constructive apraxia, described by Kleist and by his pupil Strauss, con- 
sists in apraxia only in tasks in which spatial factors are paramount, as in 
building with blocks, putting together a mosaie, and drawing. It was first 
demonstrated in patients who showed no other apraxia. It appears to 
have a marked visual control factor. Mayer-Gross has stressed the con- 
structive-spatial character of other tasks also, as in writing with block 
letters, telling time by the clock, calculation. The space factor has also 
been stressed in finger agnosia. For the time being, constructive apraxia 
and finger agnosia should be thought of as performances midway be- 
tween apraxia proper and agnosia for space. 

Constructive praxis (spatial praxis) : 

Can he draw simple geometrical patterns to request or by copy— 
cirele, triangle, cross, square? More complicated diagrams, a house 
(with perspective), a bicycle, a man? These may be complicated by the 
use of different colored crayons for different parts. 

Can he build to request, or to a model, structures with blocks? Lay 
a mosaic of the same and different shapes and.colors? By eontrast, what 
is his spontaneous construction with blocks? Can hé pick out from : 
several copies of a model the only correct one? 

Can he write with block letters (constructive agraphia) ? 

Сап he read the time from a clock and set the hands to request? Does 
he read and set the time by reference to both hands or to one alone? Is 
the direction (clockwise) always observed, or may he read counterelock- 
wise? 

Сап he measure an object with a tape, and read the measurement ? 

Can he imitate hand and finger postures (constructive finger praxis) ? 
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Spatial Orientation : 

Is he oriented for the compass points? For ‘‘up,’’ down," “in front,” 
“behind,” right," ‘‘left’’? Oan he read directions on a map? Can he 
give the location of familiar places in the city, and a plan for going there 
from his residence or the hospital? Does he go in the proper direction when 
returning to his room from the physician’s office? Can he draw a diagram 
of the hospital ward? 

Summary.*—In testing every function, note must be made of the pa- 
tient’s apparent understanding of the task required, the type of error, 
the degree of appreciation of the error, and the reaction thereto. What 
efforts does he make at redress? Especially note any evidences of the 
catastrophe reaction (Goldstein) noted above: perseveration, iteration, 
emotional flare-ups, ete. Note the variability from day to day and in 
different emotional settings (spontaneous or provoked). Compare the 
performance in conerete situation and that in imagined situation (imag- 
ined movement, memory for words, ete.). 

. Summarize the reaction for the evidences of receptive, emissive, or 
intrinsic language or other internal symbolizing function. 

Are any basic psychobiological principles in play giving to a diversity 
of clinical features a common underlying factor? How do these func- 
tions check with the known neuroanatomical data and with the autopsy 
findings? What data appear extraneous or ill-fitting in any scheme? 


Temporal-Parietal-Occipital Lobe Syndrome in Brain Tumor 
Sensory-Amnestie Aphasia, Motor and Constructive Apraxia, 
Agraphia, Aealeulia, Alexia. 


Case 4179.—Mrs, І. S. aged 60 years, widow, piano teacher, was admitted to the 
Henry Phipps Psychiatric Clinie on Feb. 24, 1925; died May 5, 1925. 


An eccentric piano teacher probably began to complain in December, 1924, of feel- 
ing sick, with headaches and insomnia. January, 1925, she was confused, and it 
was uncertain whether suddenly or slowly she lost the proper use of her right hand 
and was unable to express her thoughts easily. She experienced difficulty with 
tableware, became nervous, and had to give up piano playing. 

General sensorium and intellectual functions were probably impaired, but the 

_ examination was interfered with by the aphasia. 

She showed good preservation of motor speech, but word understanding and 
naming were impaired with incomplete word finding, occasional paraphasia, alexia 
and agraphia, acalculia, gross apraxia, worse with concrete objects, somewhat better 
in imaginary performance. There was difficulty in imitating hand-finger postures, 
and constructive praxis was impaired. Recognition of body parts, of space and time 
relations, of colors was preserved. 


*J. M. Nielson’s monograph (Agnosia, Apraxia, Aphasia. Their Value in Cerebral 
Localization, Ed. 2, New York, 1946, Paul B. Hoeber, Inc.) should be consulted. bife 
offers a thorough, systematic method of examination and far-reaching conclusions con- 
cerning the localizing value of various agnostic, apractic, and aphasic syndromes, based 
on a study of well over 200 cases of his own, as well as those from the classical liter- 
ature of Henschen, von Monakow, Wilson, Pótzl, and the French school. 


THE ACQUIRED FOCAL ORGANIC DEFICIT REACTIONS 493 


There was almost complete right homonymous hemianopsia; the optic discs were 
flat; the tendon reflexes hyperactive but equal; the fingers showed a fine tremor. 
There was mild Bright's disease, with evidence of retinal arteriosclerosis. 

The condition remained stationary until April 14, when she began a terminal 
decline, developing weakness, vesical incontinence, right upper monoplegia, limp 
then spastic, with mild right facial weaknes. The reflexes remained unchanged. She 
lapsed into stupor and died May 5, 1925. 

Autopsy revealed a large cystic endothelioma betwen the parietal and occipital 
lobes, involving the cuneus. 


The patient was brought to the Clinie by relatives who stated that for three weeks 
or more, she had had *'diffieulty in expressing herself properly"? and had been ‘‘unable 
to use her right hand properly? so that she had to give up her work teaching piano. 

The onset was in December, 1924, with complaint of feeling *tgick,"" headaches, and 
an inability to sleep. In January, 1925, she began to be ‘‘confused’’ and was unable 
to find telephone numbers in the book. It was learned that February 1 she telephoned 
a friend, saying she could not use her right hand properly. She also stated: “І can’t 
get my thoughts to express what I want to say." She began to experience difficulty 
with knife and spoon at table, and became increasingly ‘‘neryous.’’ Тһе difficulty with 
the right arm progressed so that she had to give up playing the piano, but she continued 
teaching until a week before admission. 

She was admitted to the medical service on Feb. 23, 1925, but was transferred to the 
Clinic after she became ‘‘confused,’’ and twice she was found asleep on the floor under 
her bed, her head on a pillow. 4 

She was an eccentric woman, a widow since 1922, who eked out a living teaching 
piano and selling music records. She was utterly helpless in household matters as she 
had depended on her mother to run the home. She had no children. 

On admission she was cooperative and friendly and distressed by her difficulties 
of expression, She could not give date or the names of those about her; only after 
much fumbling was she able to state she was at the Johns Hopkins Hospital, but the 
difficulty seemed to be in large part due to a difficulty in finding the words. She con- 
stantly complained of being *(eonfused'" and was loath to hazard a guess, usually 
side-stepping the questions. Memory and general information questions suffered the 
same fate. She repeated six digits forward but did not recall any of three items after 
five minutes. Calculation of the simplest sort was almost entirely impossible. She 
declared she came to the Clinic for ‘‘the nerves?" but, when asked for more detail, said 
she could not express herself. 

She wished to be moved to another ward and expressed herself so: 

“Tf you only take me to another ward, I'll be a happy person, and I'll sleep better, 
and—you know—I’ll have that sweet sleep—it’s the conseiousness—I ll tell you, Doetor. 
I want to get out from the way I've treated, and I don't want to be in here—I want 
to act like a different person—I just thought she's perfectly awful—she’s awful—to 
act this way. Now will you try me in some place else—she acts awfully. She, of 
course, isn’t of sound mind. It’s gotten on my nerves—I want you to take me in a 
different environment—I really thought at home it was different. You do that, because 
every time—listen, it’s awful—why, do you know, one night’s sleep— and when I think 
to myself—it’s going to make me perfectly erazy.'" 

The special examinations for gnosis, praxis, language follow: 

The patient was right-handed. There was right hemianopsia, complete except for 
a narrow segment at 12 o'elock. Tuning fork (C512) was heard equally well in both 
ears. The audiogram for speech showed some reduction, bilaterally equal, but approxi- 
mately the same degree as the reduction in sounds, and probably not beyond the 
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expected reduction for the age. She smelled and named peppermint with either nostril. 
She was cooperative during the examination. 
1. Language. 

a. Speech. 

She spoke freely, initiating conversation of her own aceord, She fumbled 
for the right expression, smoothing over her efforts with “доп you know??? Sen- 
tenees were in the main correctly formed, and the words were generally correct, only 
oceasionally a wrong one crept in, as ‘ ‘excouraged’’ for ‘‘discouraged.’? She spon- 
taneously called ‘‘doctor’’ to persons walking by her room. She gave the alphabet with 
only one error, the days of the week and the months after perseverating on the alphabet. 
She spelled orally correctly. She repeated correctly complicated phrases, in English or 
in foreign language. She executed simple orders. She made several errors picking 
out objects on request, She identified various sounds correctly. She named objects 
shown her at times correctly, at times with paraphasic names, but could always pick 
out the proper word from a list read off to her. She could not spell simple words, 
starting correctly or wrongly apparently by chance. 

b. Writing. 

She was unable to write her complete name either to request or from a copy. 
She wrote the short first name, Ida, then wrote the first letter of the last name, follow- 
ing with an utterly alien letter, then a third correct letter, after which she stopped (two 
short of the end). She recognized her failure. She lost the line in later attempts to 
write, She was not tested for writing with block letters (i.e., preformed, by which 
praxie difficulty is better excluded). 

е. Reading. 

Reading was grossly inaceurate, and for the most part impossible. "There were 
many literal errors. She was unable to perform written commands. 

Summary.—Spontaneous speech showed word-finding difficulty; anomia and 
paraphasie utterances; slight disorder in word understanding shown in the errors in 
picking out objects to command. Repetition of a verbal model was well done. Writ- 
ing and reading were grossly disturbed. She could not spell. 

2. Praxis. 

а. Some simple commands, as brushing the sleeve, counting bills, were well done, 
but she rubbed a candle on the match-box when asked to light the candle and tried to 
pull a padlock open when the key was dangling by a string alongside, even after she 
had remarked on its presence. On the contrary, she did well with familiar movements, 
beckoning, throwing a kiss, grinding an organ (without the actual object). She 
fumbled with the table implements. In playing scales on the piano with the left hand 
she did well, but with the right she was very clumsy, and used the wrong fingers. 

Sunmmary.—Ideokinetie apraxia, more pronounced in concrete situations. This 
would indicate the ideational or planning component was relatively well preserved and 
was less disturbed in imaginary than in concrete activity. 

b. Constructive praxis. 

Simple drawings were fairly well copied, allowing for some mild tremor. To 
order she drew a triangle but not a square, declaring she could not ‘‘see’’ it. She could 
not measure with a tape. 

c. Constructive finger praxis. 

She had great difficulty imitating finger and hand postures. 

3. Calculation. 

Calculation was exceedingly poor. She named coins but could not add them. 

She could not read numbers. 


THE ACQUIRED FOCAL ORGANIC DEFICIT REACTIONS 495 


4, Gnosis. 
a. Body parts. 
She recognized all body parts, including the fingers. 
b. Space. 

She was oriented for ‘‘up,’? ‘‘down,’’ ‘‘right,’’ ‘‘left,”’ on herself and out- 
side, She could not give simple verbal directions for going to well-known spots in 
Baltimore, but the aphasie disorder ruled this out as significant. She should have been 
tested with maps. 


Fig. 63.—Case 4179. The brain, showing the tumor mass lying between the occipital 
and parietal lobes. 


е. Time. 
Her sense of time was accurate. She was not tested for setting the hands of a 


clock to order. 
d. Colors. 
She differentiated and matched all colors but had occasional difficulty naming 
them. 
e. Shape of objects in hands. 
There was no astereognosis. She could not name objects held in the hands, 
but she indicated how to use them. 
Swmmary.—Gmosis, as far as tested, was intact. 
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The special examinations showed, therefore, word-understanding and word-finding 
difficulty, anomia, paraphasia, inability to spell, alexia, agraphia, ideokinetie apraxia, 
disorder in constructive praxis, and in use of numbers, but intact gnosis for body parts, 
space, time, colors, and shapes of objects. The examinations showed a concentration 
of performance disorders in which visual elements, as visual memory, were important, 
plus aphasia of a mixed amnestie sensory type. 

The neurologieal examination diselosed right hemianopsia. The optic disks were 
flat, without evidence of papilledema. The ankle jerks were active and equal. The 
other tendon reflexes were hyperactive, and there were no pathological reflexes. 
There was a tendency to fall to the right in the Romberg position. A fine tremor of 
the extended fingers was noted. 

She was well nourished, with evidences of mild Bright’s disease. The retinal arteries 
showed a light streak, but the radial arteries were soft. The blood Wassermann reaction 
was negative. 


Fig. 64.—Case 4179. Cross section of the tumor. 


The condition remained essentially unchanged until April 14, when she began to feel 
worse, weak. On April 21 there appeared loss of vesical sphincter control; the right 
arm became limp and useless, then spastie; at the same time there was slight right facial 
weakness. Speech was reduced to ‘‘yes,’’ ‘‘no,’’ and other simple words. There were 
no pathological reflexes. On May 1 she lapsed into stupor, and she died on May 5, 
1925. 

Autopsy revealed a huge cystic endothélioma situated between the parietal and 
occipital lobes, and pressing downward on the cuneus (Figs. 63 and 64). 


Comment.—The condition had been thought to be arterioselerotie, and 
the terminal neurological changes the result of a hemorrhage. The most 
telltale signs of tumor were absent. Ventrieulogram or electroencephalo- 
gram would doubtless have disclosed and localized the tumor mass. It 
probably had grown very slowly, and intracranial adjustments had been 
made at the expense of the higher functions. The evidence pointed to a 
localization at the periphery of the occipital lobe with temporal lobe 
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effects in the speech and in praxis, and parietal effects in the constructive 
difficulties, calculation, and writing. It is difficult to understand why 
disturbance was not found in recognition of body parts, especially in 
fingers, and why more serious disorder in the constructive praxis was 
not noted, since such features are regularly associated with lesions in the 
parieto-oeeipital frontier zone of the angular and supramarginal gyri. 
Tt is necessary to keep in mind that the lesion was not a destructive one, 
but one which allowed for internal displacements and compensations. 


Broca’s Area and Parietal Lobe Syndrome in Arteriosclerosis 


Motor Aphasia and Constructive Apraxia, Fingeragnosia, Agraphia, 
Aealeulia, Right-Left Disorientation, Color Recognition Difficulty. 


CASE 434.—Mr. L. F. S., aged 52 years, single, J ewish, merchant, was admitted to 
the Henry Phipps Psychiatrie Clinic (fifth admission) Sept. 16, 1937; transferred to 
the medical service Dec. 27, 1937. He was readmitted Jan, 18, 1938; died May 27, 1938. 


The patient entered the Clinic after a severe suicidal attempt with exsanguination 
in his fifth depression, essentially the same as the preceding ones. He had had 
hypertension since 1923, varying from 160/100 to 200/140. While still depressed, 
he suffered a stroke on Oct. 30, 1937, marked by confusion, as attempting to wash 
in the toilet, almost total inability to talk (reduction to ‘‘yes’’), and inability to 
write more than his name. There were no distinctive neurological signs. The 
depression largely cleared, and he was tested for special functions. He showed 
largely motor aphasia, but also some difficulty in word finding, and tongue-lip 
apraxia, constructive apraxia, finger agnosia, right-left disorientation, acalculia, 
agraphia, and constructive agraphia. He was unable to elaborate conditioned re- 
sponses to visual stimuli, whereas he was able to with auditory stimuli. Word under- 
standing and reading were intact.‘ There was difficulty with color recognition and 
naming. 

On Dec, 27, 1937, he suffered acute massive pulmonary edema, and was trans- 
fered to the medical service, returning with the edema cleared on Jan. 18, 1938. 
The aphasia improved greatly, and the other features cleared until only right-left 
disorientation of inconstant degree remained. On May 27, 1938, he suddenly lapsed 
into coma and died. 

Autopsy showed generalized arteriosclerosis, enlarged heart, pulmonary edema, 
arteriosclerotic nephritis, kidney cysts, disease of the gall bladder. The brain showed 
marked sclerosis of the large vessels. There was a large fresh softening in Broca’s 
area and a smaller old one in the supramarginal gyrus extending slightly into the 
angular gyrus. 


The patient eame to the Olinie on Sept. 16, 1937, in his fifth attack of depression 
(the first in 1914), in every way essentially identical with the previous attacks. It had 
begun in May, 1937, when he feared his mistress would desert him and he would lose 
his business to others. He became unable to meet customers, grew more depressed, and 
recognized his condition as such. On July 26 he attempted suicide by cutting his 
right arm with a razor. Revived with transfusion in a general hospital, he was trans- 
ferred to the Clinic. Here he complained of depression, inability to concentrate, and 
insomnia. He was afraid he would never recover and felt he was going insane. He 
repeatedly declared that this attack was different from the preceding ones. Orientation 
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was good, memory intact, and he repeated six digits forward and three backward. Cal- 
culation was good, but general information and judgment were defective. There was 
some slurring of test phrases. All these findings were essentially the same as those 
on previous admissions. 

Physical examination showed hypertensive cardiovascular disease; cardiac hyper- 
trophy; blood pressure of 180/106; generalized arteriosclerosis; emphysema; chronic 
bronchitis; benign prostatic hypertrophy; left inguinal hernia; hydrocele. The right 
side of the face sagged a little, and the grip of the right hand was slightly weak. 
The reflexes were normal. The blood Wassermann test was negative. 

Except for the previous depressions, each lasting five to six months, the past record 
was uneventful. He was a successful merchant, unmarried, devoted to his sisters. He 
did not drink, but smoked heavily. He had been known to have high blood pressure 
since 1923, varying from 160/100 to 200/140. 

The depression continued unchanged until Oct. 30, 1937, when he appeared confused 
on waking, put his socks on over his shoes, attempted to wash his face in the toilet, and 
did not reply to questions, except for ‘* yes." The neurological examination showed 
only a slight right facial weakness (or asymmetry only?) and slight weakness of the 
right hand, which had been previously noted. He was able to light a cigarette and, 
when offered a pencil, wrote his name but nothing else even with urging. He was 
thought to have suffered a cerebral accident. 

Following the stroke, the depression was greatly ameliorated, and at times he ap- 
peared cheerful, smiling, and laughing. For a few days only he had difficulty in 
swallowing food. There were no signs of cardiac decompensation, the blood pressure 
level did not change, and the pulse was under 80 per minute. 

About Nov. 15, 1937, he began to say a few words and played checkers and card 
games in a confused way. Between this date and Dec, 27, 1937, special examinations 
for gnosis, praxis, language were conducted with the following results: (The patient 
was right handed.) 

1. Language. 

a. Gross motor aphasia, with hesitation, difficulty in initiation of spontaneous 
speech, garbled productions with recognition of the difficulty; repetition of words and 
phrases likewise affected ; preservation of word understanding. There was occasional 
difficulty in word finding, but usually he knew what he wanted to say. 

b. Silent reading well understood, but vocal reading again involved in motor 
aphasic distortions. 

в. Writing poor, at the worst reduced to the name only. Neither could he write 
with block letters (constructive agraphia). 

2. Motor and ideatory praxis normal, except for some tongue-lip apraxia. 

3. Recognition of body parts good, except for the fingers, where a marked agnosia 
was present. 

4, Constructive apraxia, marked; right-left disorientation (in the presence of intact 
absolute orientation). 

5. Acaleulia, severe. 

(Numbers 3, 4, and 5 represent special items in a spatial agnosia-apraxia.) 

6. Finger and hand postures were well imitated (constructive finger praxis). 

7. Inability to form simple conditioned responses to visual stimuli, whereas condi- 
tioned responses to auditory stimuli were easily made. 

8. Difficulty in color recognition and naming. 

From the data above, brain lesions were suspected in Broca’s area and in the parieto- 
occipital frontier—the supramarginal and angular regions. 
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On December 27 the patient suffered an acute massive pulmonary edema, and was 
transferred to the medical service, where he revived and from where he was returned 
to the Clinic on Jan. 18, 1938. 

The depression again deepened, with a monotonous repetition of the same fears as 
before. He begged not to be transferred elsewhere, although no such intention had 
ever been entertained. He took part in the ward activities in a timid fashion. 

The special tests were repeated often until May. 

All symptoms underwent improvement until finally the only residuals were mild motor 
aphasia and inconstant right-left disorientation. 

On May 27 without warning he suddenly lapsed into coma and died a few hours 
later. Autopsy revealed enlarged heart with sears, coronary sclerosis with occlusion 


Fig. 65.—Case 434. The brain showing the extensive degeneration in Broca’s area, 
and the less extensive degeneration in the region of the supramarginal gyrus and the 
angular gyrus. 
of the right branch, pulmonary edema, arterioselerotie nephritis, kidney cysts, aortic 
selerosis, chronie gall bladder infection with stones. The brain showed marked sclerosis 
of the large vessels. There was a large area of softening in Broca’s area, apparently 
in part fresh, and an old softening, more superficial and less extensive in the supra- 
marginal gyrus, with slight extension to the ahgular gyrus (Fig. 65). 


Comment.—The deficits consisted of (1) aphasia, largely of the motor 
type but also with some diffieulty in word finding with tongue-lip praxis, 
and (2) the syndrome of constructive apraxia, finger agnosia, right-left 
disorientation, acalculia, agraphia, all commonly found in lesions of the 
regions of the supramarginal and angular gyri. The latter all have some 
visual element of control. There was also difficulty with color recog- 
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nition and naming. The inability to establish conditioned responses to 
visual stimuli pointed also to a lesion in the visuomotor association sys- 
tems. On the contrary, constructive finger praxis (with visual control) 
was good. The autopsy findings verified the conjectures concerning the 
sites of the lesions. 


Frontal Lobe Functions 


From the history of aphasia, apraxia, and agnosia, considerable data 
are at hand relative to the localizing of functions in the occipital, 
parietal, and temporal lobes, and in those portions of the frontal lobes 
adjacent to the anterior central convolution. The distinctive fact of 
human neuroanatomy is the developmental importance of the prefrontal 
lobes, those portions not in immediate contiguity to the anterior central 
eonvolutions. Efforts have not been lacking to relate the great pre- 
frontal development to the highest mental functions, man 's other distine- 
tive attainment. These efforts have achieved varied results in the hands 
of different observers. Of special importanee are the observations of 
Feuchtwanger, Brickner, Goldstein, and Ackerly. 

The observations have been made in cases of destructive lesions of the 
frontal lobes, unilaterally and bilaterally, of tumors compressing and 
infiltrating the frontal lobes and their surgical removal, in trauma, in 
Pick’s disease, and in frontal lobe agenesis. 

The general conclusions of all writers support the conclusion that 
memory and judgment are not affected as in diffuse organic processes. 

More difficult to define are the defects. In fact some authors assert 
that no defects occur after bilateral frontal lobectomy. This extreme 
view is not maintained by most authors who have applied extensive test 
methods in the cases. The difficult thing is to get pure culture cases, 
ie., cases in which the frontal lobes alone are injured, and in which 
distance effects, as is often the case with tumors, are not present. The 
further difficulty is in devising test situations for the ‘‘highest’’ mental 
functions. 

Feuchtwanger™ summarized his experiences as follows: 

Injury to the frontal lobes produces disturbances in the (a) emotional 
and (b) overt performance spheres. 

a. Emotional disturbances. 
1. Basie mood alteration, as elation, depression, circular mood or 
apathy. 
2. Affective disturbance—excitement, outbursts of sadness, fear, 
or with decreased sensitivity to affective stimuli. 
3. Disordered judgment of affective evaluation of the relative 
importance of things, ethical, religious, ete. 
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4. Loss of inhibition or reduction of drives—appetites, sexual 

urge, ete. 
b. Overt performance disturbances (overt responses). 

1. Disorder of focussing, of attention, and in concentration, and 
increased distractibility. 

9. Disorders of “will,” in initiation, determination, carrying 
through acts. 

3. Disorders of motivation, decision, goal formation. 

4. Disorders in spontaneity, in assumption of tasks, and patho- 
logical suggestibility. 


The final clinical picture is a compound of these factors, sometimes one 
and sometimes another predominating, spoken of as temperament 
(emotion) or character (overt performance) change accordingly. 

Brickner’s case! is most important, for it was a report on the post- 
operative course covering a period of six years of a man in whom a large 
portion of both frontal lobes had been operatively removed for a large 
cellular meningioma, The extensive report concludes that the funda- 
mental postoperative change in the patient was a quantitative, and not 
a qualitative, one, namely, in a reduction in the synthesizing capacity, 
of the building of more complex thought processes from simpler ones. 
He found the patient to have the same uninhibited emotionalism ex- 
hibited by children, but regarded this as a result of deficient intellectual 
restraint. He concluded the frontal lobes had no primary emotional 
functions. 

Goldstein! 17 from an extensive experience with organie brain dis- 
orders likewise arrived at a unitary basic behavior disorder in frontal 
lobe injuries This he conceives as a defect in the capacity of the individ- 
ual to react abstractly. The ability to react concretely is unimpaired. 
Abstract conceptions and imagination are lacking. This basic defect 
can be demonstrated in all phases of behavior, in thinking, feeling, plan- 
ning, ete. Goldstein considers the abstracting capacity the function be- 
hind Briekner's synthesizing capacity. However, both authors appear 
to be talking about the same thing. 

Ackerly,!5 in a ease of right frontal lobectomy and damage to the left 
frontal lobe, coneluded that his patient suffered from an incapacity to 
deal with more than one stimulus at a time, and he saw in the case a 
deficit in normal distractibility. 

Gantt!? studied a patient, aged 23 years, with cyst formation in both 
frontal regions reducing the frontal lobes in size by half, following 
injury at age 5 years. With the same adaptation of the Pavlovian tech- 
nique previously noted used in patients with Korsakow’s disease, he 
found marked decrease in the ability to form specific conditioned re- 
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sponses, although there was some general adaptation; severe impairment 
of differentiation; retention of what little was learned was good. The 
patient showed almost no insight into the test and was practically unable 
to formulate it These results contrasted markedly with good intelligence 
by ordinary tests, in a boy noted for ‘‘psychopathie behavior,’’ open 
masturbation at school, stealing, truancy, ete. 

As already noted, the effects of brain injury in the young are not those 
of a similar injury to the adult. The psychopathie behavior appears to 
be the result of a deficient organization of the personality. On the other 
hand, the poor performance on the conditioned response test shows a 
defect in a type of activity which is in operation at all ages and is 
therefore not age bound. The results would appear to be a verification, 
in other terms, of the gist of Brickner’s and Goldstein’s (and perhaps 
Ackerly’s) conclusions. The deficit Gantt found cannot (as yet) be 
considered specific for frontal lobe conditions since it has been also dem- 
onstrated in most other organic brain diseases of a diffuse sort. of 
course, in the latter case the defect may be, in the final analysis, the 
result of the frontal lobe injury, as Goldstein feels. The contrast of the 
good preservation of general intelligence as measured by ordinary tests 
and the failure on the conditioned reflex response appears to be the 
distinctive feature of frontal lobe damage in contrast to diffuse cerebral 
damage. 

Moniz? in Portugal was the first to perform frontal lobotomy in 
chronie cases of agitation and anxiety (probably agitated depression). 
He reported prompt relief of agitation and anxiety, depression and 
elation, The affective charge of certain delusions was reduced ; in others 
it was untouched. Freeman and Watts?! have done like operations in the 
United States on similar patients and on chronic obsessive patients, with 
reputed relief in the affective charge. They conclude that the operation 
by cutting the thalamofrontal radiation reduces the affective charge 
attaching to the consciousness of the self, which they consider to be the 
principal function of the frontal lobes. The intellectual functions are 
left intact by the operation. 

A search of the case records of frontal lobe disorders observed at this 
Clinic has failed to reveal any cases as favorable to uncomplicated diag- 
nosis and long-term control as the case of Brickner. Ackerly referred to 
the Clinie a young man previously mentioned as having been studied by 
Gantt (among others). This ease, however, exhibited in large measure the 
effects of defective personality organization rather than the personality 
disorganization of the adult who falls vietim to disease process. 

In general the student is warned to be alert to frontal lobe disorder 
(unilateral or bilateral) when confronted with the syndrome of diffi- 
eultly definable personality change, abrupt or insidious, with defeets in 


THE ACQUIRED FOCAL ORGANIC DEFICIT REACTIONS 503 


the higher social and ethical sense, with emotional lability, or a pro- 
nounced tendeney to jocosity in face of a painful decline, of lack of 
initiative leading to pronounced abulia. Whether the syndrome may be 
reduced to Brickner’s or Goldstein’s simple formulation, it is not pos- 
sible to say with certainty without a large number of cases. Signs sug- 
gesting interferences with neighborhood struetures whose functions are 
better established, with convulsions, aphasia, apraxia, ete., bony erosions 


of 


the frontal region, anosmia, and localized electroencephalographie dis- 


tortions of the brain waves offer surer diagnostic aid sufficient to invite 
ventrieulogram and exploratory operation. 
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CHAPTER XIV 


THE CONVULSIVE STATE AND ALLIED CONDITIONS 
(THE EPILEPSIES) 


Аз the quotation from Hippocrates on page 138 indicates, the convul- 
sive state was one of the earliest observed and best known morbid con- 
ditions. The name ‘‘epilepsy’’ bears evidence of the awe in which this 
reaction was held by the ancients. Despite Hippocrates’ clear thinking 
on the subject, its nature has escaped centuries of scientific effort until 
the last fifty years. 

The disorder is one appearing episodically in attacks, on a background 
of constitutional hereditary predisposition, or from the effects of trauma 
or disease process, in some cases leading to chronic residual defects of an 
anergasie sort. About 0.5 per cent of the total population is estimated to 
be suffering from clinical epilepsy (Lennox). 

The attacks vary in type: major (grand mal), minor (petit mal), and 
equivalents (fugues, delirious states, acute excitements, with more or less 
amnesia, déjà vu experiences, ecstasies (the so-called psychomotor attacks ) 

Major attacks (grand mal) are ushered in by a premonitory warning, 
such as a peculiar undefinable feeling of apprehension, or of sensory ex- 
perience as tingling, numbness, often beginning in the extremities, ad 
vaneing upward toward the head, of dizziness, odors, voiees or other 
auditory experiences, ete. Lasting but a few seconds at the most, the 
warning or aura is followed by sudden loss of consciousness, with a cry 
and falling, generalized tonic muscular spasm, then generalized violent 
clonic convulsions. The convulsive period lasts a few minutes and is 
followed by coma for a variable period, from ten or fifteen minutes to 
several hours, and then by a recovery phase in which the patient is 
weak, sore, drowsy. 

In the convulsion the eyes roll upward or to one side; the tongue may 
be bitten, and urinary and fecal incontinence may be present. In the 
period of coma the pupils are wide and fixed to light; the tendon re- 
flexes are abolished; and pathological reflexes, as the Babinski toe 
phenomenon, appear. 

The attack may come without warning of any sort with sudden loss 
of consciousness. On the other hand, there is not infrequently a build-up 
of tension over a period of several days preceding the actual convulsion. 
They may be wholly diurnal, or wholly nocturnal in sleep, or both in 
the same patient. 

The attacks may come without noticeable precipitating factors, but 
they commonly occur in relation to episodes of marked constipation, 
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menstruation, dietary indiscretion, aleoholie indulgence, and emotional fae- 
tors as worry, excitement, and tension. The nature of this relationship 
is obseure. Such ineidents may simply be concentration points for a 
wide distribution of attacks or may furnish the exclusive setting for 
the attacks. 

Minor attacks (petit mal) are momentary losses of consciousness with- 
out falling or convulsions, in which *'things go blank’’ and there is an 
interruption in the speech, thought processes, or overt aetivity, whieh 
then are resumed after a transient confusional period. The attack may 
or may not be ushered in with an aura as in the grand mal. During the 
attaek the patient has a fixed staring expression, and the pupils do not 
respond to light. At times the patient may make automatie movements 
of a simple sort, as chewing, champing, sniffing, or more complex per- 
formanees as walking about, peering out the window, ete. There is 
amnesia for the attack proper, although the patient may remember 
the aura. 

Equivalents, so-called, may be variants of the convulsive attack proper, 
or sequels to the attack, as, for instance, an unobserved petit mal attack. 
Psychomotor attacks are delirioid states exhibiting complex automatic 
activity, furious excitement, outbursts of rage and homicidal or suicidal 
attempts, gross disorganization of behavior with, sexual excesses, copro- 
phagia, ete. Again there is amnesia, more or less complete, for the at- 
tack. The fugue constitutes a special and important variety. In this 
state, usually with marked alteration in consciousness, the patient wan- 
ders off with uncontrollable urge to go somewhere, ‘‘to the green fields,” 
ete. He walks off, rides the cars, takes the nearest automobile and 
drives off, and ‘‘comes to” perhaps hours later and miles away from his 
home, disoriented, and with little or no memory for the experience. He 
may remember only the uncontrollable urge to ‘‘go,’? which ushered in 
the attack. The same sort of attack without amnesia has been observed 
at this Clinic in a woman who also suffered from typical grand mal 
seizures, 

Déja vu experiences are commonly noted. In patients suffering from 
some types of convulsive disorders (idiopathic) they appear ‘unusually 
frequently and vividly. Similarly, religious eestatie experience seems to 
be peculiarly brilliant in such people (as in Dostoievski’s Idiot, in this 
respect an autobiographical account). 

Some episodic periods of moodiness have been related to the convulsive 
disorders as equivalents. 

The convulsive state may develop at any age period, from infaney to 
senescence. Convulsions are not uncommon in infants as transient symp- 
toms of a host of disorders. They may develop with old age processes, 
as arteriosclerosis or senility, and at all ages with tumors or syphilis. 
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In idiopathic epilepsy (without known exogenie factors, with or with- 
out hereditary taint), the onset is commonly near adolescence or early 
adulthood. It is relatively rare after age 30 years. Onset after that age 
makes even more imperative the search for basie exogenous faetors, as 
infection, tumor, cerebral vascular disease. 

The story of patients with idiopathic epilepsy is monotonously tragic: 
of good health to the early teens, the onset of the difficulty, the eventual 
disbarment from school, and the limitation of the opportunities for self- 
development. The parental care and solicitude foster an attitude of 
self-concern and hypochondriasis, further increased by the denial of op- 
portunity for healthful work and recreation. 

Traditionally the automatic contentless character of the episodes has 
been stressed as diagnostically important. A wide experience with pa- 
tients suffering from generalized convulsive disorder will show a fair 
sprinkling of cases in which content material, of affective significance in 
the biography of the patient, recurs as an immediate precipitating factor, 
as an aura, or as the content of the delirium. Experimental evidence is 
at hand to show that such content may sometimes be used, as in hypnosis, 
to induce and to stop attacks. That such affectively charged content 
material may become an agent working automatically to initiate a chain 
of events ending in the attack appears certain, and this may be used 
therapeutically. 

The attack itself in all probability results finally from the effects of 
various factors on a predisposed brain, the immediate physiological link 
in the chain of events being vascular spasm causing cerebral anemia 
(corresponding to the loss of consciousness and tonie spasm), followed 

' then by compensatory hyperemia (corresponding to the elonie phase), 
and exhaustion and coma. 

The basie etiological factors in the convulsive disorders are (1) brain 
damage, or agenesis, or (2) constitutional peeuliarities, or both. Brain 
damage results from birth injury, trauma, or disease process, as tuberous 
sclerosis, syphilis, tumor. Minor cerebral injuries, resulting in no immedi- 
ate sequels, may lead to searring which become focal points of origin for 
convulsive attacks years later. Caution is necessary in accepting too 
readily the history of a fall with head injury in childhood as a causative 
factor since such histories may be quite widely obtained. If the attacks 
come in close time relation to head injury, the case is presumptively 
more certain. An electroencephalogram may disclose the attack having 
its origin in the area of the trauma, or it may reveal diffuse deformation 
of the normal brain waves, indicating a constitutional (and latent) con- 
vulsive predisposition brought to light only by the accidental trauma. 
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In recent years the electroencephalogram has come to have great diag- 
nostic value for the epilepsies. The normal record of 8-20 per second waves 
is altered in *'eleetrieal" attacks in any one of three directions which 
Gibbs, Gibbs, and Lennox" relate to the three principal types of epileptic 
seizure, as follows: 

1. Increased frequency to 30 per second, with a sharp spiked appear- 
ance, corresponding to the records obtained in clinical grand mal attacks. 

2. Slow, 3 per second waves, and flat-topped waves, corresponding to 
psychomotor or equivalent attacks. 

3. Alternate fast spikes and slow waves, corresponding to petit mal 
attacks. 

Fig. 66, from a recent report by Gibbs, shows the varieties of waves 
and their frequency in the general population. 

Electrical attacks may occur in the resting state and, if absent, may in 
predisposed subjects be precipitated by a lowering of blood carbon dioxide 
through overbreathing, or by a lowering of blood sugar through insulin 
administration. In clinical attacks, the electrical discharges show in- 
creased amplitude, and usually occur for a variable time intermittently 
before the onset of the clinical phenomena. 

The spike and wave pattern is pathognomonie for the petit mal type of 
attack, but the fast and slow types of dysrhythmia may be found in con- 
ditions other than epilepsy, as for example, schizophrenia, children’s be- 
havior disorders, psychopathie states, ete. 

Gibbs, Gibbs, and Lennox have observed abnormal brain-wave pat- 
terns in the apparently healthy relatives of patients with clinical and 
electroencephalographie epilepsy. They suggest that the bearer of ab- 
normal brain waves of the ‘‘epileptic” type indicate potential abnor- 
mality and that ‘‘abnormality of rhythm may be of more fundamental 
significance than clinical manifestations." Their view that ‘‘physicians 
should consider dysrhythmia of the electrical waves of the brain as pri- 
mary and various clinical manifestations of dysfunction of the brain or 
of the mind as secondary" seems likely to prove true. 

Léwenbach? has examined the clinically healthy members of the fam- 
ilies of patients suffering from idiopathic epilepsy. He has found in 
them wave patterns similar to those found in the patients (Fig. 67). In 
a pair of identical twins, one a deteriorated epileptic, the other healthy, 
he has found the same brain wave alterations. He concludes that con- 
vulsions do not appear in relation to quantitative features of the brain 
waves (as, for example, their voltage) but that the typical brain waves 
are the evidence of a physiologieal constitutional peculiarity necessary 
to the development of the convulsion; and that other factors must be at 
work to produce the typical convulsive state. What these other factors 
are is still obscure. 
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Fig. 66.—Types of pattern encountered in adult encephalograms. Figures at right 
indicate frequency with which particular patterns occur in the general population. The 
order in which they are arranged is slow at the top, fast at the bottom. The top three 
and bottom two patterns are classed as paroxysmal, i.e., manifesting seizure-discharges. 
The names applied to each pattern are shown at the left. The percentage incidence of 
each pattern in the normal control group appears at the right. Time and voltage calibra- 
tions are given in the lower right corner. (Reprinted from J. Clin. Path. 8: 10, July, 
1946, by permission of the author, Dr. Frederick A. Gibbs.) 
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Fig. 67.—4. Electroencephalogram of a 26-year-old normal man. At arrow: closing 
of the eyes. In this as in all the other figures the reading is from the left to the right. 
From above: (1) fronto-precentral, (2) precentral-postcentral, (3) postcentral-occipital 
regions of the left side, (4) fronto-precentral, (5) precentral-postcentral, (6) post- 
central-occipital regions of the right side. All calibrations are in microvolts. 

B, 17-year-old epileptic boy. Petit mal and grand mal attacks. Cut from an 
“electrical spell" of which the patient is entirely unaware. "Typical paroxysmal cerebral 
dysrhythmia, spike-and-wave pattern. 

С, 12-year-old normal girl, sister of the epileptic boy. One minute after the stop of 
45 seconds of overventilation, the third of five similar appearances during two minutes. 
The same disturbances occur frequently spontaneously. Note the low amplification. 

(Courtesy of Dr. H. Lówenbach, the Henry Phipps Psychiatric Clinic.) 
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Lennox? states that whereas 0.5 per cent of the general population suffers 
from seizures, 10 per cent have dysrhythmias. This suggests that the 
constitutional predisposition to the condition is rather widespread. 

It should be stressed that clinieal epilepsy may be present in the ab- 
sence of such brain wave changes in the resting state. Apparently consti- 
tutional changes of the sort called ‘epileptic’? are not necessarily opera- 
tive in all eases, or at least in equal degree. Serial or repeat electroenceph- 
alograms will unearth cases of dysrhythmia not noted on a single examina- 
tion. 

The **epileptie personality’’ has been often described and its actuality 
as often denied. Many epileptic patients present a tendency to moodiness, 
irritability, impulsiveness, resentment, cruelty, religiosity, hypochondriacal 
self-concern, a clinging dependence, monotonous and slow thinking proc- 
esses, and a strong sexual urge of an irresponsible impulsive sort. The 
same characteristics may at times be demonstrated in the siblings of 
epileptics who do not suffer from convulsions. In this case the term 
“‘epileptoid psychopathy’’ has been applied. Further research must be 
made to determine the correlation between such familial personality syn- 
dromes and the familial brain-wave patterns. 

"The Rorschach test with epileptic patients shows marked affective im- 
pulsiveness and explosiveness, cruelty, and a strong reaction to red 
colors, said to be practically pathognomonic for epilepsy. 

In idiopathic convulsive states (idiopathie epilepsy), according to the 
Rüdin* group, the following heredity data were obtained by the ‘‘em- 
pirical prognosis?" method: 

Approximately 10 per cent of the children of epilepties are expected 
to be epileptic, 

Of the siblings of epileptics 3 per cent are expected to be epileptic; 
19 per cent epileptoid psychopaths (with the ‘‘epileptic personality" but 
without convulsions, petit mal or equivalents), and 16 per cent otherwise 
abnormal. 

Of the nephews and nieces of epilepties 0.4 to 1 per cent are expected 
to be epileptic, 16 per cent epileptoid psychopaths, and 12 per cent other- 
wise abnormal. 

The convulsive state may result from cerebral scarring. It appears that 
brain damage, with loss of substance and gliosis may as certainly result 
from repeated convulsions. Experimental convulsions in animals have 
produced minute hemorrhages. In the human epileptic with a long his- 
tory of seizures, gliosis is commonly seen, especially in the region of 
Ammon’s horn, a site peculiarly vulnerable to vascular insult. 

In cases of long standing, deterioration of the intellectual assets oc- 
curs, notably as forgetfulness, together with affective flattening and lack 
of instinetual inhibitions. Neurological disorders of a vague sort sug- 
gesting Parkinsonism or paresis may occur. 
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The diagnosis of the convulsive state is not usually difficult. The diffi- 
cult matter is to determine the etiological factors. Careful anamnesis, 
thorough physical examinations including roentgenograms of the skull, 
encephalogram, or ventriculogram, to rule out focal or diffuse structural 
brain damage or toxic effects from drugs, infections, ete., are all pre- 
requisites. ‘‘Idiopathic’’ epilepsy is diagnosed by exclusion of all exo- 
genie factors, and the diagnosis strengthened by the disclosure of a posi- 
tive heredity. The electroencephalogram appears at this time to offer the 
most reliable means of establishing a positive diagnosis, aside from ob- 
servation of the attacks proper, or at least of indicating the presence of 
that type of cerebral activity necessary for the development of the clinical 
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Fig. 68. 


Fig. 68.—(Reprinted by permission of the author from Lennox, W, G.: Science and 
Seizures, ed. 2, New York, 1946, Harper & Brothers.) 


convulsive state (through the action of other unspecified factors). It also 
furnishes the best means for localizing the origin of the seizures. Absence 
of positive eleetroeneephalographie evidence in the resting state, however, 
does not exclude the diagnosis. Serial electroencephalograms may uncover 
the pathognomonie features when a single recording may give a normal 
tracing. 

Lennox summarizes the suggested causes of convulsions at different age 
levels in Fig. 68. 
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The convulsive state has to be differentiated from hysteria. This is 
best made by the presence of the positive neurological signs already 
noted in the former, and the absence of neurological signs in the latter. 
Not infrequently instances of strong emotional erises, suggesting hys- 
teria, pass over into unequivocal epileptic seizures, since the two conditions 
are not mutually exclusive. 

From what has been stated, it is apparent that the convulsive disorders 
nosologieally partake of both dysergasie and anergasie reaetions. The 
attaeks proper with their alteration in eonseiousness are dysergasie; the 
eventual deterioration (when it actually happens) is anergasie in ehar- 
aeter. 

Jacksonian or localized attacks from focal cortical irritation commonly 
are not accompanied by alteration in consciousness, and the behavior 
changes, if any are present at all, are of the nature of affective responses 
to the peculiar and unexpected muscular movements—as anxiety, sur- 
prise, or fear. In general, Jacksonian attacks belong to the chapter of 
the neurological rather than the psychobiological integrations. They 
may be followed, through spread of the process, by agnosia, aphasia, or 
apraxia, and in such cases they merit thorough psychobiological study. 


CASE 6190.—Mr, @, D. R., aged 41 years, married, technician, was admitted to the 
Henry Phipps Psychiatrie Clinic on June 7, 1931; discharged July 1, 1931. 


Nocturnal convulsions for almost thirty years kept in partial check by treatment. 
Successive periods of confusion, and delirium-like behavior following grand mal 
attacks in December, 1930, and June, 1931. In the latter attack he talked of being 
Christ, of grossly sexual matters, and extracted feces from the rectum and smeared 
himself, Following the confusional periods, each lasting around five days, he showed 
some recent and remote memory loss. His work as a technician had declined so 
severely that his employers had to discharge him. He has since settled down in 
hospital for chronic diseases, with a continuance of his attacks, and for a period 
he showed a delusional trend of grandeur. 

He was a sensitive, very religious, prudish, retiring man, well educated, with a 
good work record in a minor position, married, with two healthy children, One 
brother was ап asocial psychopathic person, one a business failure. The father was 
a rigid disciplinarian, and the mother deeply religious. 


The patient came to the Clinic in an acute delirious state following on a major con- 
vulsive seizure, Because of the gravity of his situation beyond the consequences of 
the episode he remained until a suitable plan could be made for his future. 

The patient had had attacks of epilepsy since the age of 12, with tongue-biting, 
screaming, and tonic and clonic spasms. With few exceptions they were nocturnal. He 
often dislocated a shoulder in the attack. He was not jncontinent in them. On waking 
in the morning, he was dull, confused, and drowsy, and had headache. 

In December, 1930, he was worried, preoccupied and indecisive in his speech for 
severa] days. Then on December 24 he had an attack, following which he appeared 
confused about his work, and talked about abstract and yague religious and philosophical 
notions, He tried to work, but was unable to, and returned home. From then he had 
amnesia. At home he was restless, resistive, talked incoherently of being Christ, of 
haying а special mission, and of sexual matters. He was taken to a private hospital 
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for mental disease, where his condition cleared in five days, and he was then oriented, 
quiet, and cooperative. He was discharged on Jan. 3, 1931, cheerful and optimistic. 

On January 8 a shoulder dislocation was corrected by operation, following which 
he had a number of seizures. On March 5 he began sleeping poorly; March 6 he was 
excited; and on March 7 he was ‘‘all muddled up," “рагі recreating, the other part 
degenerating.’? He was readmitted to the same hospital for mental disease, and the 
condition cleared again within a few days. 

The latter part of March he was dismissed from his job because his work had 
suffered greatly in efficiency. He took the blow well. He continued extramural treat- 
ment for his trouble and did well until June 4. 

On the night of June 4 he had four convulsions, following which he was tense, un- 
communicative, apathetic, and appeared dazed. On June 8 he was glum, spoke little, 
answered in monosyllables, said things were mixed up, and asked for a few days’ 
rest. He was brought to the Clinic. 

He was well educated and had held a post as medical technician for years. He was 
married and had two children, aged 7 and 5 years, who had so far shown no similar 
difficulty. 

He was described as sensitive and retiring, very reserved, saying little to anyone; 
very religious; embarrassed by failure; prudish; home-loving. 

His father was a rigid disciplinarian, A remote paternal cousin had a depression 
and was hospitalized at the Clinic. The mother was deeply religious, One brother 
was a business failure; another was psychopathic, involved in embezzlement, forgery, 
and attempted suicide, and was a patient for a short while in 1928 in a hospital for 
mental disease. Я 

On admission he was confused, listless, answering no questions. Не made several 
attempts to get out of bed and once ran down the corridor. He resisted physical 
examination, The pupils were dilated and reacted only slightly to light. He rapidly 
became more confused, disoriented, and hyperactive. He talked loudly and continuously, 
not responding to questions. The talk was inéoherent, with much reiteration of, 
‘Don’t kill me. Don’t kill me. Please don't shoot. AE No. 1,’? and many references 
of a grossly sexual nature, accompanied by loud laughing, smiling, and bodily con- 
tortions. He pulled feces from the rectum and smeared himself liberally. For the next 
few days he remained quietly in bed in a stuporous condition, taking food and fluids 
well. There was no resistance or catalepsy. On June 14 he spoke spontaneously and 
asked where he was. He slept much that day and the next. Orientation was inconstant. 
By June 17 he was oriented and understood that he had had an attack but had no 
memory for it. He vaguely remembered thinking he had spoken to Andrew Carnegie, 
but recognized this as delusional. There was some impairment for remote memory and 
more marked for recent memory, and calculation was poor. 

Because of the severity of the attacks he was transferred to a government hospital 
where he has remained since. He sits about reading the paper or golfing between at- 
tacks, appears unconcerned over his fate, except for a while he felt President Roose- 
velt had him picked out for special things—which idea he later recognized as de- 
lusional, The grand mal seizures continue about as before. 


Comment.—The case illustrates the downward trend of unehecked noe- 
turnal epilepsy. The course over thirty years ended in deterioration. 
The remarkable thing was his ability to gain a good education despite 
the trouble. The delusional episodes were posteonvulsive, and in them 
he resorted to performances completely foreign to his usual life. Perma- 
nent hospitalization offered the best solution to the problem. 
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SUMMARY OF REACTION TYPES 
In the preceding chapters of Part II have been discussed the general 
principles of pathology, examination method, and the detailed data con- 
cerning the principal reaction types. 


The material may be summarized (after Meyer) as follows : 


CONSTITU-| SOMA- EXO- NEURO- | PSYCHO- 
REACTION TIONAL | TOGENIC GENIC GENIC GENIC | 
Merergasia (Psyehoneuroses ) + + 
Thymergasia 
(Depression-Elation) * t * 
Parergasia (Schizophrenia- 
Paranoid States) + H + 
Dysergasia (Deliria) + + + + 
Anergasia (Organic) + + + + +? 


In taking leave of this part, it should be stressed that, despite the limit- 
less’ variability in human behavior, abnormalities fall into only a few 
general categories determined by interfunctional imbalance, support dis- 
order of the brain, and destruction of brain tissue. No attempt has been 
made to cover every variety of disorder under these headings, but the 
types of principal psychiatric interest have been discussed. 

The general psychopathology of each reaction type has been illustrated 
by particular case records. All psychiatric training is designed to develop 
the capacity for drawing general conclusions from particular cases, which 
in turn act as guides in the study of future cases. Its further end, how- 
ever, is to insist that general principles shall never be allowed to super- 
cede the intimate knowledge of a particular case as the first professional 
obligation. Only in this balance of the general and particular can seien- 
tifie euriosity be kept alive. 
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PART III 
TREATMENT 


CHAPTER I 


GENERAL BASES OF TREATMENT AND THE 
PROCEDURE 


Modern psychiatry differs from its predecessors in its allegiance to a 
dynamic conception of the living human being. Arising at the turn of 
the eentury, it offered an answer to the inadequacies of the formalistie 
psychiatry of the period with its pretensions to scientific status based 
largely on the study of statie end products of personal reactions, The 
keynote of the new movement was the insistence on inclusion of the per- 
sonal reactions in statu nascendi, as psychology, and into an experimental 
biology, as the natural province of the human being. The establishment 
of the modern psychiatric clinics offers tangible recognition of the in- 
herent good sense in the view of pathology as discord, imbalance, or. 
destruction in the functions of the living human experiment of nature, 
to be understood only in terms of personal history, as a sequence of 
objectively demonstrable reactions to life situations. 

From the moment when psychology as meaning function was recognized 
as an indispensable element in a dynamic biology and pathology, and not 
merely as incidental epiphenomenal adornment, pathology and therapy 
assumed new responsibilities. The task of understanding required more 
than cookbook experience based on empiric observation of end results. 
Therapy became a force applied to and working in a dynamice situation, 
in which one factor always to be counted on was the patient’s respon- 
sibility. in some degree for his own condition. 


The Therapeutic Situation 


Psychiatry deals with events in the life histories of individuals that 
lead to complaint on the part of those individuals or of persons in 
their environment. These events are historical scenes and are to be un- 
derstood in the light of the previous development and the future possi- 
bilities. Therapy is the systematic attempt to influence the future course 
of the event through the best use of the available dynamic forces. Tradi- 
tion and social convention have focussed attention on the interplay of 
therapist and patient. The therapist’s duty, however, is to the total event 
or situation and in no wise can be restricted to a closed bargain with the 
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patient, whose position indeed as ‘“‘ principal” may result more from cur- 
rent social ideals than from any intrinsic reason. The therapist must 
exert his influence wherever it will prove useful. Useful to what? This 
question has been variously answered in different ages and cultures: from 
the glorification of God to the satiation of pleasure. Probably all answers 
may be reduced to the common formula: Therapy is applied in order to 
restore whatever degree of harmony is possible in the personal function- 
ing, which leads ultimately to a better balance of the satisfactions and 
better adaptation in the culture. 

As stated, the therapeutic situation in no wise is to be construed as a 
closed-shop contract between physician and patient, to the exclusion of 
the interests of the environment. This situation makes possible a elash 
of interests and demands for conflicting types of services from the physi- 
cian. Fortunately, what is useful for the patient is commonly useful for 
the general situation, provided a consensus of purpose can be welded 
through mutual willingness to compromise. Often enough the physician "s 
task is to bring about concerted advance through individual retreat. 

The therapeutic situation is the field of operation of patient, the physi- 
cian, and the environment. Tt is necessary to define more closely the 
contribution of each. 


The Patient and His Part in Treatment 


Suffering is the initiation of treatment. But all suffering is not of the 
same quality. At times it results from a positive obstruction to orderly 
and satisfactory living; at times, from a loss of the vision of what health 
вап and should be. Again, it is the expression of a serious desire for 
fundamental change, or it may be of a sort satisfied by and wanting only 
symptomatic alleviation. The patient comes to treatment with widely 
variable needs and desires, but these are not to be interpreted as fixed 
factors, and treatment demands good judgment of the patient’s capacity 
for growth and elaboration of the complaint problem beyond the initial 
conception. 

The ability to collaborate is the next important factor. The complain- 
ants through the act of seeking help offer a certain degree of rapport 
of a conventionalized sort, dependent on modern society’s faith in spe- 
cialization of effort. The initial rapport is likely to survive and thrive 
in direct proportion to the physieian's evidence of interest, grasp, formu- 
lation of the complaint problem, and vision of opportunity. Emotional 
resistances, rigidities, blind spots, inability to compromise, and unwilling- 
ness or inability to take responsibility offer the most serious handicaps to 
the growth of collaboration. These may not be resolvable with the most 
skillful handling, but they should never be used as an alibi for technical 


failure. 
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Every patient, whatever the nature of his complaint, presents a problem 
in the type and degree of suffering, the desire for help, the ability to 
establish a basis for collaboration, and finally in the reliability in the 
relationship between implicit and overt activity. Of these all, the last 
named is the unqualified choice as the most important element in the 
final outcome since the only safe criterion for the effectiveness of treat- 
ment is the change in overt behavior. The greatest suffering, the keenest 
desire for help, the utmost ability to formulate a basis for collaboration 
are all very useful if not indispensable to therapy. ‘‘Good results, '' 
however, have been attained when the suffering was little, where the need 
for help was denied, or where overt collaboration was reduced to the 
absolute zero. But treatment has never been effective where there was 
no reliability in the eollaboration—where words did not lead to appro- 
priate deeds or were belied by the deeds. The greatest caution is neces- 
sary in attributing to any patient such a fundamental lack. Too often 
it is a spurious lack due to the technical bungling of the physician or is 
erroneously attributed to the patient by the physician as a sop to his 
own hurt pride. Successful treatment demands of the patient the native 
virtue of the eapaeity for undivided loyalty of purpose, a form of aetivity 
akin to belief, in that the discriminative, affective, and effective funetions 
are united in direetion but preferably remain more plastie and open to 
change with changing circumstances. 

Treatment is not to be considered an attack on an impersonal ‘‘disease 
entity." An important factor in the treatment situation is the patient’s 
responsibility for his own trouble. Obviously this is a variable quantity 
dependent on the basic etiologic factors at work, and with varying de- 
gree of recognition on the patient's part. Treatment should work toward 
the equitable adjustment of the patient’s acceptance of responsibility for 
the present condition and the future development to the degree dictated 
by the basie etiologic factors. Sometimes this means the assumption of a 
more responsible, sometimes of a less responsible, attitude; but even in 
gross organie conditions some degree of personal responsibility can be 
assumed. When the facts of the illness are distasteful or. destructive, a 
condition may ensue which militates against the establishment of collabo- 
ration. Та such ease, when every effort is unsuccessful, the patient may 
have to be dealt with firmly in order to do justice to his obvious needs 
and to the eomplaints of the environment. This is not an abdication of 
therapy, but the assumption by the physician and by the environment 
of the full responsibility and its application where it is likely temporarily 
to do the most good, and is to be considered as preliminary to further 
work in a possibly more plastic situation. 

Understanding, acceptance, perspective, and development of security 
and ease are the cardinal objectives of therapy. These demand time, and 
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the active treatment period may serve only to initiate and redirect tend- 
eneies which may require careful nurturing to bring to the desired fruition. 
The patient himself must realize this fact and preserve his plasticity 
accordingly. 


The Physician and His Task 


What can be said concerning the physician and his task? He has been 
chosen to give relief by disentangling and redirecting forces and he enters 
on the task thereby endowed with a variable degree of authority. Obviously 
all that has been said relative to a sound grasp and responsibility for 
performance on the part of the patient applies even more strongly in the 
case of the physician. It is he who must furnish favorable soil for the 
establishment and growth of rapport by giving evidence of his sincere 
interest, his grasp of the problem, his vision of opportunity for develop- 
ment, and his skill in welding a common purpose. He must judge the 
degree to which responsibility for the therapy shall be allotted to patient, 
to society, and to himself. He must be able to formulate the individual 
task of each one concerned, to pool the interests, and to keep the situa- 
tion plastic. He must know the separate provinces of part-functions and 
total-functions and the expectations from each as tools. He also must 
show the capacity for undivided loyalty to a purpose: he must practice 
what he preaches. His life must show that reliability he demands of his 
patient, since patients also are quick to detect discrepancy between word 
and deed. Many will take issue with this stand, preferring the position 
that the physician’s own life history сап be of no possible importance to 
a patient. This is clearly untenable. The physician is undoubtedly in- 
vested by the patient with attributes of which he is only partially aware, 
and he exercises on the patient a suggestive influence, the full import of 
which he may not know. Time and collaboration will show the truth and 
the falsity in this situation, but it is absolutely imperative that the physi- 
eian's personal integrity, his reliability, and the balance in his own 
personality organization shall always be apparent. There is only one 
way to achieve this: Know oneself and continually take stock. Glover," 
who holds much the same view of the prerequisites for psychoanalysis, 
states that it is necessary for the physician to be rid of personal bias. 
It should be added that it is equally necessary that he show the positive 
evidence of reliable personality organization. 

“Seientists’’ are prone to declare that science has nothing to do with 
ethies and morals. This, of course, means only that those sciences which 
do not deal with human behavior can afford to ignore ethies and morals. 
But each science has its own material, and it is absurd to think of a 
science of human behavior without regard to ethics and morals, which 
are but a reflection and extension of personality organization. For ex- 
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ample, in treating a patient troubled with the aftermath of disturbing 
sex behavior, the physician must steer a course which will take account 
of extenuations without drifting into a laissez faire attitude. 


How the Physician Works 


Let us turn now to the actual treatment program under the physician’s 
guidance. Since pathology and therapy are inseparable as different 
aspects of the sense of the story, the physician’s task is the elaboration 
of the complaint problem and its reduction to an experimental pathology. 
This starts with the first contact with the patient. The very fact of giving 
the patient an opportunity to tell his story in his own words, which then 
does not lead to minimizing, sidetracking, or denial of the complaints 
as facts, is often a unique experience for the patient. Using his own 
words as a starting point, the story is elaborated by skillfully directed 
questioning of a sort to elicit an unbiased answer. Much derision has 
been heaped in recent years on conversational serutiny, wrongly called 
the ‘‘question-answer’’ method, as a means for securing unadorned fact. 
Without entering into a discussion of the theories underlying the argu- 
ment, it may be stated that experience shows the usefulness of the method, 
in direet proportion to (1) its naturalness, (2) its closeness to the pa- 
tient’s own statement, (8) its skill in provoking curiosity for further 
understanding in the patient, without stirring up harmful affective or 
disorganizing tendencies, (4) the freedom from any semblance of putting 
the patient on record in regard to sensitive topics in such a way that 
subsequent retraction or revision may be impossible, and (5) avoidance 
of any tendency to ignore the actual story in favor either of collateral 
information or of technical diagnostic short euts. Any direct approach 
which does not satisfy these requirements deserves no place in any thera- 
peutie system, Invasive questioning must be taxed in large part with 
the growth of the spirit of revolt which has led many sensitive people 
to the first choice of so-called indirect methods. This is certainly a need- 
less abandonment since direct questioning can be tempered to any degree 
desired as provocative, calming, reassuring, neutral, ete., by remaining 
alert and sensitive to the pathology. It remains in general our most 
useful tool, supplemented by the data of less direct methods, free asso- 
ciation, dream analysis, Rorschach studies, ete. 


Formulation of the Material 


When the initial story and direct observations are completed, the physi- 
eian restates the problem for his own guidance, indicating the gaps in 
the information and the immediate and remote opportunities for active 
intervention by any means which will promote ease and security by 
means of, or at least without prejudicing, understanding, acceptance, and 
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perspective. This constitutes the physician’s work sheet. On it are the 
things to be done immediately: the items to be checked on and to be 
the object of future search and the potentialities of the case, with the 
precautions to avert disaster. The work sheet is revised constantly as 
new material comes to hand. 

At the same time the physician reformulates the case to the patient. 
This is a critical task and must fulfill the following points: (1) it must 
be eouched as elosely as possible in the patient's own words; (2) it must 
diselose only so much of the dynamie faetors as the patient seems likely 
to be able to understand and aecept without emotional and disorganizing 
upheaval; (3) the patient's known sensitivities must not be further ex- 
posed, at least without simultaneous promise of alleviation; (4) the 
patient's assets available in the present situation are to be noted either 
clearly, or by indirection, as seems desirable from the patient’s capacity 
to collaborate; (5) the greatest needs and the steps to be taken for their 
immediate alleviation are to be indicated; (6) the final goal may be 
hinted at or openly discussed; (7) the patient is invited to leave the 
direction of the problem to the physician, at the same time to cooperate 
to whatever degree he is able; and (8) the unknown facts may, if thought 
useful, be cheerfully admitted, but they should not be allowed to over- 
balance the known workable data. 

At this time also the material is formulated to the nurses, the family, 
and the home physician, so that a proper allotment of responsibility for 
the future contacts with the patient are assured early. 

The further procedure depends, of course, upon the pathology. Always 
the ends are (1) to clarify the pathology, as interfunctional imbalance, 
or toxic or structural defect disorder; (2) to correct difficulties by direct 
environmental or somatie intervention where this may be done without 
prejudicing the future outcome, or by indirection, through personality 
ehange, and especially through mobilization of the available assets in specific 
tasks designed for their utilization and development; and (3) to lay the 
foundations for a sensible hygiene to clinch the results of therapy for the 
present and future. 

Clarification of the pathology finds little solace in diagnostic terminology. 
The physician faces no harder task than to free himself of nosologie bias 
and to come to grips with the unadorned facts of the person in action. 
These may or may not be immediately plausible. In the latter case skilled 
observation of actual performances under hospital conditions, together 
with better information from the past, may furnish the needed illumina- 
tion. Such attempts should be experimental, with plans and hypotheses, 
and some control of the various factors to prevent degradation into a 
eat-waiting-at-mousehole performance hoping for enlightenment to come. 
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The final clarification refers the pathology to its several etiologic bases: 
psychogenic, constitutional, neurogenic, organogenic, exogenic. 

Apology is made for the apparent simplicity of the presentation since 
sure guides for most items of pathology, including etiology, are notoriously 
rare, and the careful worker knows his efforts must be experimental. 
They are checked by the change in the patient’s behavior. 


Symptomatic and Basic Therapy 


Since human behavior is an integrate, there exist certain poorly de- 
fined relations with subordinate part-functions. Enough is known of 
these relations, however, to utilize changes in part-function to influence 
whole-function. Provided such procedure actually works for the desired 
immediate end, and is not likely to introduce future problematic physio- 
logieal or psychobiological sequelae, it сап be heartily recommended. 
For example, in severe loss of sleep with depression, barbiturates may 
be regularly prescribed unless there are physiological contraindications, 
or unless the patient has strong aversion to medication or is so unreliable 
as to favor future psychological addiction. No doubt, symptomatic treat- 
ment may prevent much needless suffering and ease the way for more 
basic treatment. The same argument holds also for hypnosis and other 
direct psychotherapeutic intervention. Symptomatic and basic therapy, 
immediate and remote goals, are not antagonistic but complementary, 
the latter offering also a sound basis for a healthy hygiene. 

Basic therapy depends on the etiology and, as far as present informa- 
ion allows, must be personal for the interfunctional disharmonies and 
imbalances and physiological for the toxic states. Since there can be no 
therapy based on the etiology for most defect disorders, effort is directed 
o the best use of the residual functions, in effect, largely personal 


reorientation. 
Personal Therapy 


Personal therapy may be defined as effort to bring security and ease 
hrough an understanding of, and the gaining of perspective in, the per- 
sonal functioning. The methods are (1) the illumination of the present 
as a developmental product from the past and with goals in the future 
to encourage wnderstanding and (2) control by ventilation and by redi- 
rection of effort through persuasion, suggestion, re-education and mobili- 
zation and development of the assets. A warning concerning ventilation : 
This must remain a relative matter, and the exact form it will take de- 
pends on the make-up of the patient and the rapport with the physician. 
The latter cannot afford to be perfectionistic, but he must realize that 
things left unsaid by the patient may be handled through the tacit as- 
sumption that the physician already knows. 
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The physician works actively with forces in a plastic setting. Treat- 
ment demands good judgment as to what forces shall be put into action, 
how, and when, and when resting points shall be ordered that consolida- 
tion of the gains may be made, He must distinguish between resting 
points, with their industrious use of newly won attitudes and with a clear 
vision of further therapy, and stagnation with its statie state of inactivity 
and dearth of conception of therapeutic outlook. 

The psychoanalyst, Oberndorf,? states that ‘‘all forms of psychogenic 
cure are largely a matter of acceptable sources and their auspicious tim- 
ing." He places the emphasis on the sources of the suggestion, so under- 
seoring the symbolic value to the patient of the physician (e.g., as father 
or mother substitute). The fact that of two physicians using essentially 
identical methods, one may fail with a given patient and the next succeed, 
may not be merely a matter of timing, although this may appear to be very 
important, especially in essentially self-limited diseases. It more likely 
results from the variable degree of willingness to accept suggestion because 
of the variable symbolic significances of the two therapists. 

The nature of the suggestions given must play the determining role, 
however, In this, the cardinal rule is to strike a balance sheet between 
the patient’s present difficulties and his potential assets and work toward 
closing the gap. This may mean sealing down the patient’s impossible 
goals, or it may mean unfolding to him a vision of possibilities he has 
never heretofore considered. 

Little has been said of the intrinsic character of these forces and their 
utilization. Instinctive tendencies, emotions, the discriminative functions, 
the growth of the self-evaluation dependent on memories and ambitions, 
the social adaptability—these are the forces. The aim is to let the facts 
of behavior speak for themselves, without any compulsion to translate 
them into other terms which give the false appearance of adding to our 
information and lead to semantic systematizations and biases which can- 
not fail to prejudice intimate observation and treatment. 


Distributive Scrutiny 


Understanding, acceptance, and the steady attainment of sensibly meas- 
ured goals are difficult for the patient largely because of the emotional 
factors arising from the proximity of the complaint situation. Relief may 
be given by trained observation of the same behavior in the present so 
that unbiased alternate hypotheses may be presented for critical evalua- 
tion, or in a more remote setting where emotional perspeetive and ease 
have already been spontaneously secured through the healthy aspects of 
forgetting (nature’s own way of rediting extenuations) or through other 
healing tendencies. It is in reality an expansion of the complaint problem 
to seek a balance of liabilities with assets and so bring a feeling of ease 
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and security. Self-exposure therefore need not result in torture, de- 
spondeney, or disorganization. Such a program, called by Adolf Meyer 
distributive serutiny, seeks a distribution of the sources of complaint 
throughout the several component personal functions for the points of 
major and minor emphasis and for their interrelations. It includes the 
material of relative unawareness and the special methods for its detec- 
tion. The only stipulation is that the final formulation shall be the most 
plausible explanation of the facts, admitting gaps freely, instead of deny- 
ing them by appeal to analogical dogma and simplification. 

Rosenzweig? sees any sort of modern dynamic therapy as aehieving 
results through the following factors: ; 

1. The reconditioning of social relationships. 

2. The catharsis of significant content. 

3. The ‘‘indefinable effect’’ of the personality of the therapist, a factor 
certainly present in all types of therapy, since obviously no one school ean 
lay claim to a corner on this item. 

4. The faith of the patient in the therapist—a vital factor in that rap- 
port is necessary to achieve any result. 

5. The factor of the ‘function of interpretations, ’’ leading to an integra- 
tive process through systematic ideology, of whatever sort. The achieve- 
ment of a certain **inherent formal consistency’? is the goal. 

6. Another aspect of the funetion of interpretations is the maíter of 
alternative formulation of the material of any special item of the person- 
ality, so affecting the whole personality. 

As stated, the physieian's duty is to a situation and not exelusively to 
the patient. It is well to note that this gives no license to fix external 
manifestations to suit the hasty judgment of the physician. Always it 
is required that he evaluate the situation from the standpoint of all eon- 
cerned and promote change by influencing the subjective attitudes as 
well as by external manipulation. No hard and fast rule is possible, 
except the one that any visible change shall be the result of joint effort 
and shall have the approval of all, within the limits of the responsibility 
for understanding and action. Externally applied change often may help, 
but acquiescence to, if not wholehearted approval of, the procedure as an 
experimental effort generally is essential. 

The ultimate goal of all therapy is the restoration of harmonious self- 
regulation in the individual patient and in his situation. It must be ad- 
mitted that in the present state of our knowledge of pathology and therapy 
this ideal state is often enough not reached. A large proportion of all 
patients need continuous care, others occasional help, and others, to all 
intents, reach the ideal. In Nazi Germany drastic measures to end this 
state of affairs were undertaken through sterilization of the insane. Tt is 
an issue which needs careful future watehing sinee soeiety generally is 
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little disposed to such experimentation. It is regrettable that badly needed 
spadework in basie pathology suffered from such an exclusive orientation. 
- Far-reaching changes in the sociological implications of psychiatry are 
surely impending. In every therapeutic situation the physician is in a 
position to educate and to weld dissident elements to a common purpose 
for the eommon good. 


Group Therapy 


The basie principle of group therapy rests on the incontrovertible need 
for social contacts and the fact that normal behavior is encouraged through 
group contacts. This is the basie use made of the group life in psychiatric 
hospital wards, since the twenty-four-hour observation of patients in con- 
tact with others offers the surest judgment of the degree of normality as 
well as of the psychopathology. 

Over the last several years, and greatly accelerated by the war, there has 
developed a more specific use of the group principle for the therapy of 
personal problems. The method used depends on the skill and ingenuity 
of the psychiatrist and the personalities of the participants, and to be 
effective should be plastic to variations in these factors. 

The psychiatrist selects for the group patients confronted by a similar 
problem (e.g., wives of soldiers overseas). They are encouraged to talk 
of their problems in detail, with a frank exchange of the reactions and the 
methods of dealing with them. The discussion is most informal, the phy- 
sieian serving largely as a moderator, and to offer simple explanation of 
the origin and meaning of symptoms and to suggest alternative formulations. 

The specific effects of the group system as opposed to the usual patient- 
physician relationship depend on the reduction of personal anxiety at the 
discovery that others are in the same boat, and learning this firsthand from 
the victims themselves; from the pooling of methods of treatment; and 
from the psychiatrist’s róle of a sidelines advisor. Morale results from 
the responsibility individuals of the group perhaps unconsciously assume 
for the group. 

One applieation of the group principle is the use of self-government in 
hospitalized patients. When patients assume the responsibility for the 
clinie program, there is at hand in experimental form that brand of social 
effort which lifts the individual out of the endless contemplation of his own 
misery, and whieh exploits for the social good the individual's assets. 

Group therapy is equally applieable to certain types of outpatient prob- 
lems, e.g., alcoholism, adolescent emancipation issues, marital difficulties, 
school problems, ete. 

An expansion of the principles and practice of group therapy may be 
confidently expected, forced by the dearth of psychiatrists to handle the 
deluge of cases; because of the expense entailed in prolonged personal 
psychiatric care; and because of a natural swing of the pendulum away 
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from that ultra-personal therapeutic relationship fostered by psychoanaly- 
sis, patterned on the traditional medical therapeutic relationships.* 

The establishment of the American Group Therapy Association bears 
testimony to the timeliness of this new development, and its activities will 
bear careful observation. 


The Immediate Environment and Society 


Those immediately interested in the patient—family, friends, employer, 
the **environment,"' and the more remote, impersonal culture, *'society 
—eonstitute the final elements of the therapeutic situation. The environ- 
ment has a vested interest in the patient, and treatment implies due care 
for this factor. This is especially the case when for good reason the 
patient is unable to assume the fullest responsibility for himself. Too 
little study has been made of a fact obvious to all psychiatrists: that 
sueeessful treatment of a patient often enough is accomplished in large 
part through the treatment of the environment. There is no doubt, for 
example, that the restoration to useful living of many with schizophrenic 
conditions is made possible by educational treatment of their families. 
The same holds true for many rut formations after depressions and for 
invalid states. Adolf Meyer has recognized this principle in his insistence 
on separate formulations to patient, family, nurse, home physician. Those 
persons in the immediate environment can assist in treatment by offering 
cooperation, by overcoming sensitiveness to old prejudices in regard to 
‘‘mental’’ things, by bringing to the situation critical common sense and 
preserving an inquiring attitude, and by being willing to assume, under 
direction, responsibility for therapeutic performance. Persons in the en- 
vironment can be expected to be educable, scaling upward or downward 
the original hopes or demands from treatment. The main obstacles of- 
fered are rigidities of all sorts, an attitude of hopelessness expressing 
unwillingness to assume responsibility, and well-intentioned but pernicious , 
meddling. These need the physician’s attention. 

The environment also offers the physician one of the best checks of 
his formulation of the pathology and of the effects of therapy. Many 
times a simple word from someone їп the environment may modify com- 
pletely the orientation in a case, open up entirely new and fruitful lines 
of inquiry, and save much time and effort in running down false clues. 
Further, such information may be the only reliable gauge of the degree 
of that personal integrity of the patient which squares word with deed, 
and without which treatment is futile. 

How to use the information gained from the environment is the dis- 
turbing problem for the inexperienced. This will depend on the degree 
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of responsibility the informant is willing to assume for his information, 
on the degree of variance from the patient's story, and on the patient's 
reliability and his sensitiveness for the consensus, In general, the in- 
formation may be used ax a cheek, to warn the physician against bruising 
questioning, and to avoid foreing the patient into untenable or sensitive 
positions, In eases of known unreliability, a» in drag addiction, the 
collateral information ix absolutely necessary to guide treatment. 
Rociety’s stake in the individual therapeutic situation may seem re 
mote, and indeed relatively it is, quite properly focussing on those aspects 
whieh reflect on the commonweal, It is to the credit of the modern social 
structure that the eare of the mentally ill hax long been an accepted 
obligation; in faet, one may assert that the character of any given culture 
hears a definite relationship to the treatment of this problem.* World-wide 
depressions and wars always put a severe strain upon this situation 
Facilities barely adequate beeome further reduced to subminimal standards 
Such conditions prevailing alongside the expenditure of huge sums for 


play on sentiment for partisan purposes are a poor substitute for open 
forum discussion and authentic newspaper reporting, A continuing pres- 
entation of the problems of the state responsibilities would be helpful 
in building a cooperative attitude toward group therapy. For example, 
a thoroughgoing work therapy program today i» handicapped or made 
impossible by the pressure of special economic-politieal groups and sickly 
sentimentality generally, both of which would surely lose favor if the 
facts were known to all. 

Society has also taken steps to insure the fundamental rights of all 
in specifying the procedures for hospitalization. It must be 
there is still too much legalistic sensitiveness and at the same 
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The point of view here elaborated may be summarized with the state- 
ment that what therapy needs most is closeness to actual life, where then 
joint understanding, help, and cooperation, based on the use of special 
methods of the most diverse sorts, may work experimentally to influence 
the course of the event in question. In planning treatment, a careful 
assay of the available assets is as important as that of the difficulties, 
and throughout a sense of reasonable personal responsibility must exist. 

One may ask: What has been the increase in effectiveness of treatment 
resulting from the dynamie conception of behavior abnormality? That 
is hard to determine since standards have always been defieient. In gen- 
eral German psychiatry has clung to the concept of the impersonal 
disease process, except for a few varieties of disturbances, and has pointed 
to the war experience for proof of the validity of the stand taken. But 
Nature has its compensations. What is food for one is poison for an- 
other. Mass statisties will miss the individual problem. The issue of 
what social trends will provide the best mental health for the most can 
come only from the study of individual records. In any case dynamic 
psychiatry should be better able to establish suitable standards for judg- 
ing therapeutic effectiveness. 

More pertinent for the student of today is the question of the future 
development of therapy. Therapy will advance only as our concept of 
pathology comes closer to the actual doings and activities of patients. 
This must proceed along three main routes: 

1. More intensive investigation of the facts of the intrinsie personal- 
(or whole-) funetions—strueture of the person, funetions and funetional 
interrelations, and ehanges to be brought about by professional and 
professionally directed contacts. 

2, More intensive investigations of the influence of part-functions on 
whole- or personal-functions. Methods for influencing behavior, less 
costly in time and effort than the present ones, are badly needed. 

3. More intensive investigation of the personal and social interrela- 
tionships. 

Cooperative analytic and synthetic research projects with anatomy, 
physiology, chemistry, pharmacology, psychology, sociology, anthropology, 
and history must be the order of the day. 
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CHAPTER П 
IMPORTANT THERAPEUTIC AIDS 


Treatment of a psychiatric patient means essentially the organizing of 
his life in such a manner as will ameliorate the complaints and produce 
a greater effectiveness and satisfaction. For hospitalized patients the 
need was seen early for a balanced program of activity, work, and play, 
required and spontaneous, with aids to relaxation. Out of this situation 
have developed several well recognized and important therapeutic aids: 
occupational therapy, hydrotherapy, the use of drugs, attention to diet, 
and, more recently, various forms of indirect approach, and the shock 
therapies. 


Occupational Therapy! 


Occupational therapy has long been an important method of treatment. 
Its use depends on the fundamental experience of work, i.e., productive 
effort, as one of the basie elements in the normal healthy life. It takes 
advantage of the universal inherent interest in seeing some projeet grow 
under the personal planning and effort. Ideally occupational therapy 
should be eonsidered a part of the general program of organization of 
the patient's day and not be set apart as a special (and extrinsic) ele- 
ment in treatment. The procedure attempts to engage the patient's 
interest in constructive effort by appealing to old habits and hobbies or 
to curiosity over new opportunities. The work should be carefully graded 
according to the simplicity and complexity in planning and execution, 
so that all patients from those with serious thinking disorders and in- 
hibition to the less disturbed may be served. 

The task must be fitted to the patient, rather than the patient to the 
task. For example, failure is predictable in efforts to interest a very 
depressed patient with slow thinking and general inhibition in a complex 
activity such as planning and execution of a delicately carved chest. 
In such a ease, a simple task as weaving (simple pattern!), sandpaper- 
ing, following a line with a saw, etc., are much more appropriate. In all 
these examples purpose and goal are evident so that at no time does the 
work dégenerate into “‘obeying orders." Even the lowliest effort must 
be a part of a larger plan, and the patient must be made aware of the 
finished produet as well as of his part. Wherever possible, he should 
be encouraged to follow through with his produet until it is finished. 
The point is simply that every kind of occupational effort shall have one 
end: the stimulation of interest in the utilization of the patient's assets 
in the direction of constructive effort with definite objectives. 
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As the patient improves, more complex tasks, requiring more fore- 
thought and more skill are offered to the patient, or he is encouraged to 
follow his own bent if he shows the least tendency to spontaneity. 

The work serves two purposes: (1) An effective distraction from pre- 
occupation and moods, offering temporary relief, and giving the sense 
of time passing at a normal useful pace, rather than dragging intermi- 
nably or going so fast as not to be kept up with. (2) A stimulation of 
the still workable assets of the patient, bringing into the situation of 
disharmony a better semblance of balance and impressing the patient 
with the things that work as well as those that do not work. The tangible 
evidence of useful effort furnishes a convincing and satisfying recogni- 
tion of the retrievability of the situation. 

The stimulation of new or unused interests has been a turning point 
in the lives of not a few patients. Talents so encouraged have dissipated 
an otherwise bleak future and have worked for permanent stability. 

A further item of importance in the occupational program is the intro- 
duction of the altruistic or socially directed motive in the efforts. This 
may be accomplished by encouraging the patient to do something for 
someone else, a relative, a friend, or for charity, the Red Cross, the Com- 
munity Fund agencies, the ward life. This will aid in that decentraliza- 
tion of the interest so necessary in all cases. 

In general, occupational programs succeed in direct proportion to the 
socialized atmosphere of work and activity created in the therapeutic 
situation. The program, best carried out with groups of patients, should 
not be left to the exclusive care of specialists, who are allowed to remain 
aloof from the general therapeutic situation. Specialization has broad- 
ened the opportunities, but wealth of choice means little unless the pa- 
tient’s needs are understood. Occupational specialists in all cases must 
know the patient’s essential difficulty, as preoccupation, daydreaming, 
inhibition, self-depreciation, ete., so that tasks may be offered which will 
be directed against such difficulties, or at least which will not add to the 
burden of such complaints. 

In general, the program should call first for the active participation’ 
in the necessary work of the ward life (when in hospital) supplemented 
by special opportunities which will encourage the esthetic, the practical 
constructive, and the socially directed idealistic interests. 

Tn large state hospitals much effective work is done by patients who 
assist in the general supportive program of the hospital. This is all to 
the good, provided the task is suited to the patient's needs and he is 
not kept on at a routine job simply beeause of his usefulness to the hos- 
pital. Most American state hospitals have neglected the greatest thera- 
peutic opportunity in the great amount of available man power, in favor 
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of the machine methods of our industrialized competitive age. For ex- 
ample, there is no reason why the bed linens should not be woven from 
the raw materials by hand, then cut and sewed by hand. Such a system 
‘would provide seasonal (winter) employment for many patients, who 
otherwise will do nothing. Instead, American hospitals offer the spec- 
tacle of the use of one man using a power cutter and another a power 
sewer operating on linens already woven and bought in the open market. 

The system advocated. here finds three main objections: 

1. A sentimental one arising from the misunderstanding of the scheme, 
which sees in the program an exploitation of the unfortunate. 

2. A more selfish one, from organized labor and eapital, which brings 
the charge that the prerogatives of healthy human labor and capital are 
being infringed on by state-subsidized labor. This is the same charge 
which has too often wrecked the work programs in penal institutions 
and has thereby reduced their effectiveness. 

3. To utilize the program here advocated would mean a large increase 
in supervisors of the work. This is a factitious argument, for it is less 
difficult to give supervision to employed than to unemployed patients. 
The main difficulty is the instillation generally throughout the hospital 
personnel of the activity-work idea. There is too much of a segregation 
of interest and responsibility so that physicians ‘‘doctor,’’ nurses **nurse,"" 
occupational therapists *supervise' work, and no one grasps the funda- 
mental idea that useful activity is one of the best (but admittedly not 
the only) guides to the mental health. 

The patient who offers poor rapport, especially the schizophrenie patient, 
presents the greatest challenge to the efficaey of occupational therapy. 
Schneider in Heidelberg has demonstrated beyond equivocation that such 
a difficulty yields readily in an atmosphere where group work of an in- 
tensive sort is **in the atmosphere." He has used the practical proce- 
dure of placing an uncooperative patient in the center of a group of old 
patients all of whom are busy working. Within a few days the social 
pressure breaks down the patient’s negativism, aloofness, or lack of in- 
terest, and he soon is asking for an opportunity to participate.* 

Purists will ask what difference does it make if a schizophrenic patient 
works or not if he still remains schizophrenic? The adequate answer is 
that ‘‘disease’’ in the psychiatrie sphere means a breakdown in the 
effective performanees, whether through the aetive operation of certain 
factors or the disuse of others, or both. Treatment must take into ac- 
eount all eventualities. The further answer is that the patient who is 
busy and alert is more easily managed, is more content, and more open 


to other therapy. 


Ы ledges his indebtedness to Prof. Carl Schneider of the Universitäts 
Payor eine Heidelberg, for the opportunity to observe his admirable occupa- 
tional therapy in actual operation (1935). 
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Hydrotherapy 


Hydrotherapy was one of the earliest developments after the inaugura- 
tion of the humane treatment of psychiatric patients by Pinel. 


The main use of hydrotherapy js sedation, The relaxation from a 


warm bath is a matter of universal experience. As practiced in psychi- 
atric hospitals, this simple experience has been elaborated with the con- 
tinuous tub bath. The patient lies on a comfortable hammock, with the 
head supported on an air cushion, the trunk and extremities completely 
covered by water, in constant circulation and kept at a constant tem- 
perature of 97-98° F. For the bath to be effective, the patient should 
remain in it not less than three-quarters of an hour. The usual period 
is from one to three hours, and for disturbed patients the procedure may 
be practically continuous throughout the day and for many days, pro- 
vided the skin is protected by cold cream or lanolin and skin infections 
are not allowed to develop. The patient may simply relax, drowse, sleep, 
read, or even work at simple occupational tasks while in the tub. The 
effect is sedative and relaxing. 

The relaxing tub bath may be used at home. By careful attention to 
the temperature the same effect may be obtained as in hospital with more 
elaborate equipment. 

Additional sedative effect may be obtained by cooling the water quickly 
at the end of the hour, quickly partially drying, avoiding brisk rubbing, 
and immediately getting into bed. The moist chill, as in a cold wet pack, 
is soon changed to warm moist vapor, and the relaxation then results. 
This has proved useful in some cases of intractable insomnia. 

A more powerful sedative agent is the cold wet pack. The patient is 
wrapped tightly from the neck down in sheets wrung out in cold tap 
water, at about 65° F., and is covered tightly in blankets. The initial 
reaction is one of surface chilling, but within a half hour in physieally 
healthy subjeets there is a secondary reaetion with surface flushing, à 
sensation of warmth, and powerful general relaxation and sleepiness. 
The pack should be continued for one to two hours. In quiet, coopera- 
tive patients the pack may be used loosely, without pins. In anxious 
patients who are apprehensive over the treatment the loose pack also 
gives a sense of security in the knowledge that its termination is always 
at hand. In disturbed patients whose cooperation cannot be relied on 
it is necessary to wrap the sheets tightly about the arms, which lie along- 
side the body, and to pin the blankets tightly about the patient. Immo- 
bilization of the patient is necessary to insure the relaxation and to 
prevent suicidal attempt. 

The packs may be given in almost continuous succession provided the 
skin is protected by cold cream or lanolin applications and from time 
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to time subjeeted to brisk rubdown and skin infections are prevented 
or proteeted by oiled silk dressings. 

A variant of the complete pack is the three-quarters pack, from the 
axillae downward. It is useful in anxiety states with apprehension over 
“being caught’’ in the complete pack. 

The pack and bath must be explained to the patient so that he has 
some idea of what is in store for him and what objectives are sought. 
The packs cannot be simply preseribed by the physician and left to the 
nurses to give. The relaxation is secured only, or at any rate completely, 
if the patient cooperates and agrees to the treatment. If he cannot agree 
to the procedure when first presented to him, a later suggestion may 

bring the desired result. 

Stimulation may be secured by a cold needle shower, or by the Scotch 
douche. These are useful terminations to a cleansing shower after gym- 
nasium exercise. 

The Sitz bath has been employed specifically in states of sex tension, 
but is not as useful as a sedative type of hydrotherapy whieh will furnish 
general relaxation and sedation without focussing the attention on the 
pelvie region. 


Drugs 

The use of drugs is a question which rarely fails to arouse either en- 
thusiasm or antagonism, Generally, strong opinions are held, and the 
results of therapy are in no little degree the result of such strong bias. 

The question finally reduces to the problem of the use of sedative and 
hypnotie drugs. The term ‘sedative’? may be somewhat inaccurately 
used to cover both classes since the hypnotic effect is due to a sedative 
influence on a specific function, 

There exist a number of categories of sedative drugs, of proved effee- 
tiveness in reducing tension states, motor unrest, mental turmoil, and 
insomnia. The principal categories аге: 

1. Drugs with predominantly cortical effects ; 


Aleohol Chloralose 
Paraldehyde Bromides 
Amylen hydrate Morphine 


Chloral hydrate 
2, Drugs with predominantly brain-stem effects: 
Barbiturie acid derivatives 
Urethane 
Chloretone 


Of the first group, with cortical effects, alcohol ean be disposed of as 
a therapeutic agent with the statement that its use on the part of pa- 
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tients may be condoned in some cases, but never advised. It’ is too 
unreliable in its tendency to addiction, and in its slow and insidious 
undermining of the sense of responsibility. Psychiatrists are perhaps 
more keenly alert than other physicians to the evil effects of alcohol. 
A definite stand against alcohol as a therapeutic agent is needed. Al- 
cohol ean do nothing that other drugs cannot do better. 


1 
Paraldehyde ET = O| , a polymer of ethylaldehyde and so 
HH 3 


related to ethyl alcohol, is an effective sedative agent when prompt 
action is required, as in states of excitement. It causes deep sleep. The 
dose is from 4 e.c. to 12 c.c. by mouth and 10 с.с. to 30 c.e. by rectum. 
It has a pungent odor, not to be disguised by orange juiee with whieh 
it is usually given. It is excreted through the lungs and kidneys. The 
toxicity is low. There is slight danger of addiction with long-continued 
use. Dangerous delirium results from large doses over a long period. 


js jm 
Chloral hydrate |CI—C—C—H | gives a natural-like sleep with ordi- 
Cl OH 


nary doses of 0.5 to 1.0 gm. It is given in warm milk since alone it is 
irritant to the gastric mucosa. It is exereted in the urine largely as 
urochloralic acid, through its reduction to triehlorethyl alcohol which 
combines with glycuronie acid. It is not to be used in presence of myo- 
cardial damage. "There is a very real danger of addiction in its con- 
tinued use. 

Bromides, NaBr, KBr, CaBre, etc., are among the oldest drugs used 
in medicine. They have a salty taste and are readily soluble in water. 
The single dose for hypnotic action is from 2 to 4 gm. given by mouth 
or by rectum. They are excreted unchanged in the urine. Toxic symp- 
toms are skin rash, forgetfulness, lassitude, confusion, ataxia, dysarthria, 
and delirium. Such symptoms occur when the bromides have displaced 
chlorides in the blood to the extent of 20-25 per cent. 

Other halogen derivatives with cortical sedative action are “voluntal,’’ 
**adalin," and ‘‘bromural.’” 

Morphine acts specifically in the alleviation of pain and as such is 
indispensable. The usual dosage is from 0.01 to 0.015 gm. given by 
hypodermic injection. It is not used as a general sedative because of its 
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notorious tendency to produce addiction, which becomes then a problem 
even worse to manage than the original one. 


Combined with hyoscine in the proportions of morphine 0.01 to 0.015 
gm., hyoseine 0.04 to 0.06 mgm., morphine is useful as an agent acting 
quiekly for calming otherwise uncontrollable excitement but should be 
reserved for emergency use, as in severe delirium. The hyoscine may 
be repeated after 2 to 4 hours. 


Of the drugs with predominantly subeortieal aetion the most impor- 
tant are the barbiturates, They are legion, developed after the original 
veronal (or barbital as it is ealled in the United States). They all give 
quieting effeets in small doses and sleep in large doses. The sleep is 
much like natural sleep, with a variable degree of ‘‘hangover’’ from 
drowsiness and lack of alertness, to dizziness, confusion of thinking, 
depending on the dosage and the personal reaction to the drug. 


0 
| 


Barbital, C—— — — N—H, the diethyl derivative of barbituric 
сан (он, [н 
йыш 
I 
acid, is used in doses of 0.1-0.15 gm. for a mildly quieting effect, up to 
four times daily, or in a single dose of 0.3-1.0 gm. for hypnotic effect. It 
is excreted unchanged in the urine. There is a gradual cumulative effect, 
and toxie symptoms of skin rash, dizziness, confusion, dysarthria, and 
staggering must be watched for. There is a fair margin of safety in 
its use. 

Modern research in the field of the barbiturates has been devoted to 
the production of quick-acting, easily exeretable, nontoxic derivatives. 
There are a number which surpass barbital in one or all of these quali- 
ties. Commonly used at this time are (1) “Juminal,’’ phenyl-ethyl bar- 
biturate, (2) ‘sodium amytal,”’ sodium isoamyl-ethyl barbiturate, (3) 
“dial,” diallyl barbiturate, (4) “nembutal,” pentobarbital sodium, and 
(5) ‘‘seeonal,’’ sodium propylmethylearbinylallyl barbiturate. There are 
many others, all with the same-general properties. The theoretic advan- 
tages dependent on ease of oxidation (from double-bond linkages), quick 
action from the easy solubility, and inereased rate of absorption must in 
every ease be weighed in actual clinical practice with the individual pa- 
tient’s reaction to the drug. The signs of intoxication are the same with 
each, as indicated under the discussion of barbital. The drug or its exere- 
tion product may be recovered from the urine, Toxie symptoms may 
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appear with small doses indicating an idiosynerasy. The treatment of 
toxie symptoms is by withdrawal of the drug and the promotion of exere- 
tion by forcing fluids and hydrotherapy. 

“Sedormid,”’ allyl isopropyl acetyl carbamide, possesses a theoretical 
advantage over the barbiturates in its complete oxidation and excretion 
as carbon dioxide, urea, and water. It may be very useful, without the 
toxic effects of the barbiturates, but long use may be attended with 
signs of aplastic anemia. The dose is 1 to 2 tablets (approximately 
0.25-0.5 gm.). 

The drugs have been divided according to cortical and subcortical 
action. There is experimental evidence to support the division, but, in 
general, psychiatric cases furnish little opportunity for a choice on such 
grounds. In stubborn cases, refractory to a single drug, combinations of 
drugs may be tried, combinations of drugs with cortical action and sub- 
cortical action, or of two or more of similar action, e.g., a combination of 
barbiturates of longer and shorter action. 

The general indications for the use of drugs have been given in the 
preceding chapter. In the following chapters on the detailed treatment 
in each reaction type explicit directions will be given. It is importan! 
always to observe the following rules in preseribing sedative drugs: 

1. Know the action of all drugs and the expectation from each in à 
specific situation. 

9. Take the responsibility for the prescription. ‘‘If necessary’’ orders 
are to be discouraged since they too frequently lead to anxiety and 
doubts concerning the need for the medication of such severity as to 
undo all the possible benefits from the drugs. 

3. Know the toxic signs of all drugs prescribed, and be on the alert 
for their appearance. 

4. Reduce the medication as quickly as possible. 

5. Guard against addiction and habituation, by noting the patient’s 
reaction to the drugs and the growth of his dependence on them. 

6. To patients who are overly anxious concerning the treatment program, 
give the drug in uniform capsules with no distinguishing characteristics, 
so that change in the dosage may be made without exciting curiosity. 

Barbiturates and Their Toxicity.*—The various barbiturie acid deriva- 
tives currently available have largely replaced the older hypnoties and 
sedatives because of their greater efficiency and general absence of serious 
side-effects. However, the promiseuous use of barbiturates by many per- 
sons has led to serious poisonings during recent years. Hambourger? has 


*This material on barbiturate poisoning was kindly prepared for our use by Dr. Henry 
C. Freimuth, Toxicologist, Maryland Board of Medical Examiners, to whom we express 
our gratitude. 
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collected data on 643 cases of acute barbiturate poisonings from hospital 
records throughout the country. Seven and three tenths per cent of these 
resulted in death, and of these, 8.6 per cent were due to barbital, 6.6 per 
cent to phenobarbital, 5.2 per cent to amytal, 4.2 per cent to allonal, and 
20 per cent to alurate. 


The effects of the barbiturates may be summarized briefly as follows: 


1. Effect on central nervous system. The barbiturates all act as depres- 
sants to the central nervous system and this depression may vary from 
slight sedation to deep coma. The intensity of the effect depends on the 
particular barbiturate used, the dosage, the route of administration, and 
the reflex excitability of the patient’s nervous system. 

2. Effect on respiratory system. This effect is of dual character since 
there is, at first, a direct depression of the respiratory center, and in pro- 
longed coma there may be pulmonary edema or hypostatic pneumonia, 
which also results in respiratory failure. Deaths from barbiturates are 
due to this respiratory failure. 

3. Effect on cardiovascular system. With normal dosage, there is little 
effect other than a slight fall in blood pressure and pulse rate, but, large 
doses may produce marked hypotension. 

The rapidity with which the barbiturates react on the individual as well 
as the duration of the effects varies rather widely with the different com- 
pounds. The fugacious character of the more rapidly acting compounds 
has been shown to be due to the fact that they are destroyed in the liver, 
while the more slowly acting compounds are eliminated through the kidney. 

Tt has been found that only barbital and phenobarbital appear consist- 
ently in the urine, so that the clinical interpretation of results based on 
quantitative recovery of barbiturates from the urine is not simple. With 
barbital, 70 to 90 per cent of the amount administered may be recovered 
from the urine with three-fourths of this amount recoverable in 48 hours. 
However, the amount exereted by nephropathie subjects is less than the 
amount exereted by normal subjects. The excretion of other barbiturates 
is considerably less than for barbital, as shown by the following sequence : 
phenobarbital and dial, 10 to 40 per cent; amytal, neonal, phanodorn and 
pernocton, 5 to 10 per cent; pentobarbital, only traces even after very large 
doses. With severe kidney damage, many of the latter barbiturates may 
be entirely absent from the urine despite the fact that a definite history 
of ingestion of barbiturates is obtained. 

In so far as blood levels of barbiturates are concerned, these are of little 
value in clinical procedures because of the wide variations in individual 
tolerance as well as variations in rates of destruction and excretion. It 
has further been shown that many of the barbiturates exhibit a cyclic 
disappearance and reappearance in the blood which may account for widely 
varying results in blood levels. 
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The diagnosis of acute barbiturate poisoning, therefore, cannot be made 
solely on the basis of laboratory findings but should be based on such find- 
ings taken in conjunction with the history and the clinical symptoms. In 
cases resulting in death, of course, resort may be had to analysis of the 
various organs of the body, such as the liver, brain and kidneys, from 
which the barbiturate may be isolated and a diagnosis made,” 


Diet 
A large proportion of patients coming to a psychiatrie clinic show 
evidence of deficient, nutrition either from factors directly responsible 
for the illness or as a secondary result of the illness. A prime aim in 
treatment is to get the patient into a condition of good nutrition. This 
is commonly attained by the use of high caloric, high vitamin diets with 
intermediate nourishment. In all cases complicated by neuritis, and in 
pellagra delirium the appropriate fraction of the vitamin B complex is 
demanded. 
Tube feedings are prepared and administered as follows: 
Two quarts are given daily (usually ti.d.). Feeding for the entire 
day is made as follows: 
6 eggs 
1320 c.c. whole cow’s milk 
180 c.c. 40 per cent cream 
170 с.с. dextrimaltose 


6 gm, sodium chloride 
100 с.с. orange juice given separately 


` Total—2767 calories 85 gm. protein 1.92 gm, calcium 
163 gm, fat 2.06 gm. phosphorus 
240 gm. carbohydrate 0.012 gm. iron 


In ease of deficiency of vitamin B complex the following is given as & supplement: 


15 mg. riboflavine q. d. 
50 mg. nieotinie acid b. d. 
2 tablets betaxin q. d. (10 mgm. synthetie thiamin ehloride) 


Treatment in psychiatrie conditions is likely to be time consuming, 
measured in weeks, months, or even years. As in other chronic condi- 
tions, for example, tuberculosis, experience shows the necessity for 
special attention to the preparation and the serving of the food, if the 
appetite is to flourish, For this reason, every effort should be made to 
make mealtime an occasion to be anticipated with pleasure. 

Careful weekly check is to be made of the weight, which is recorded 
on a chart, showing also the usual weight and the ideal weight according 
to standard tables, for example, those of the Metropolitan Life Insurance 
Company. 
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The Daily Program 
The supportive character of the program at this Clinie may be seen 
from a sample day for patients on the disturbed and on the quiet con- 
valescent wards respectively : 


DISTURBED WARD PROGRAM CONVALESCENT WARD PROGRAM. 
:00— 8:00 Dressing 7:00- 8:00 Dressing 
0- 8: Brenkfast Shaving, showers 
0- 9 Carpentry 8:00- 8:30 Breakfast 
11:30-12: Lunch in the dining-room 8:30- 9:00 Morning paper 
for the less disturbed pa- Conversation 
tients only 9:00-10:00 Occupation 
12:30- 1:30 Recreation 10:00-10:30 Recreation—games, walks. 
1:30- 2:30 Exercise ete. 


2:30- 3:00 Hydrotherapy (Monday, 
Wednesday, Saturday) 

3:00- 4:00 Special occupation classes 
(Tuesday, Friday) 

4:00- 5:00 Supper 

7:00- 9:00 Reading 


Carpentry and ceramics 
Recreation 

Lunch in the dining-room 
Recreation 
Exercise—volley ball, ete. 
Hydrotherapy (Monday, 


Radio Wednesday, Saturday) 
Daily baths 3:00- 4:00 Nourishments, games, ete. 
Games Walks, newspaper. 

Throughout the day the hours are filled 4:00- 5:00 Games, walks, reading 

in by walks, games, diversions, and trent- 5:00- 6:00 Supper 

ments as the patient's condition war- Recreation 

rants, 6:00- 7:00 Walks, games, ete. 


7:00-10:00 Left for spontaneous oc- 
eupation which includes 
the following: 
Pool, bridge, reading, con- 
tinuous baths as posted, 
preparations for bed. 


It need not be stressed that programs exist for the patients and not 
patients for programs. The programs must remain plastie and as far 
as possible fitted to the individual need. This does not mean that the 
search for individualization shall overbalance the socializing influence 
of group activity, since individualization within the socialized group is 
the aim of treatment, and in this respect is only a sample of the life 
adjustment needs. 


Indirect Methods to Gain Access to Significant Material When 
Fullest Rapport Is Lacking or the Patient Is Relatively 
Unaware of Its Existence 


Treatment by the usual procedure previously described not infre- 
quently reaches a temporary stalemate from the inability of the patient 
to offer the fullest rapport or to furnish reliable memories concerning 
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the development of topics of interest at the moment. If the failure is 
due to poor rapport, the difficulty will most often be found to be due to 
the unskilled handling of sensitive material, essentially its exposure be- 
fore the ground has been prepared by careful work with the patient and 
with no means at hand to alleviate the torture of the exposure. When 
this oceurs, prudence advises shift of interest to another topic on which 
the patient is less sensitive, and to return to the former only when the 
material covered clearly converges on it in such a way as to excite th: 
patient’s own curiosity. Often sensitive material may not be easily ap 
proached, and only a long acquaintance with the patient will build the 
necessary basis for fruitful work. 

When the stalemate arises from a failure to produce significant mate 
rial (almost always in the minor substitutive reactions), there are sev- 
eral methods to which the physician may turn for help. These are free 
association, analysis of dreams, the Jung association test, hypnosis, narco 
analysis, the Rorschach test, and the psyehogalvanie reaction. All these 
tests have in common an indirection of approach, which results in a lower 
ing of defenses and the spontaneous relating of significant material, eithe! 
illustrating the type of personality organization or giving importan! 
content. 

Free association is a method which encourages the patient to speak 
openly, without regard to the content, the complete procession of thoughts 
as they arise. Freud recommends that the patient lie relaxed on a couch, 
with the physician out of sight at the head of the couch. The material 
is lengthy and is given haltingly at first, but experience shows the 
patient may be ‘trained’? to the procedure. The procedure may very 
well begin either with dream material or with the earliest memories, i.e., 
items for which the subject feels minimal responsibility. When dreams 
are used for free association, it is important that the identity of the 
characters, the action, and the setting be made the object of individual 
association. The procedure may be simplified for the patient and much 
time saved by a short statement to the patient of the peculiar properties 
of the symbolism of dreams (see Part D. However, precautions must 
be taken lest by this maneuver material be suggested to the patient and 
the results be thereby biased. In any case the apparent remoteness from 
the topies at hand serves to put the patient off his guard. The difficult 
point is in the matter of relating the productions to the actual complaint 
problem. Psyehoanalysts are not greatly concerned with this, since they 
hold that the eomplaiut problem as it actually is presented is a remote 
and distorted derivative of the real difficulty, which is peremptorily as- 
sumed to be a problem of infantile sexuality. Yet the procedure may 
be used successfully in direct relationship with the actual complaint 
problem, by remaining alert to the possible symbolic value of the pro- 
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ductions and insisting on the patient's following up promising clues and 
their relationship to the problem of the moment. When the patient, so 
to speak, spontaneously brings to light important content material or 
hints, its further pursuit and synthesis into the total problem may pro- 
ceed either by further free association or by open and frank discussion 
depending on the character of the material and the openness of the 
patient. It is a useful practice, after several sessions devoted to free 
association and when the groundwork for a certain viewpoint concern- 
ing sensitive material has been laid, to ask the patient to state in his own 
words his conception of the ground so covered. This introduces the 
element of clear responsibility for the formulation and utterance of the 
problem and will prevent a floundering about in half-grasped concep- 
tions or, worse yet, an indulgence in complete irresponsibility. 

The analysis of successive dreams may give an indication of the trend 
of the therapeutic result, for good or bad, in correspondence with some- 
times contradictory wishes of the patient. In such manner, for example, 
a patient suffering from psychic impotency, who has declared himself 
anxious to be able to have normal relations with his wife and whose 
dreams clearly show his resentment toward her and his refusal to accept 
her as a satisfactory partner, may give the first indication of a change 
of attitude under treatment in the changed character of the dreams. 
This in turn may be used for suggestive purposes to further the desired 
therapeutic result. 

The Jung association test (described on pages 61-63 of Part Т) is often 
useful. It may be given when an impasse has been reached or during 
the first days of treatment before the patient has been subjected to much 
therapeutic influence. In the latter case the material of the test may 
be put aside until the treatment procedure has reached a stalemate or 
has been slowed. 

In any case the standard form of the test should be modified to in- 
elude terms which from the history so far obtained point to a probable 
significance in the situation. Of course, when the test is given only late 
in the treatment, a more pointed list may be given, but a certain naiveté 
may be lost. 

The significant results, as determined by the delayed responses and 
unusual responses, are grouped aceording to the topies they impinge on, 
and these topics become the object of further study by further free as- 
sociation or by open discussion. The test may be repeated at the begin- 
ning and at the end of treatment for comparison of the results probably 
accruing from treatment. Liquidation of difficulties should show a re- 
duction in the number of complex-determined answers. 

Hypnosis may sometimes be used to gain access to content (memories, 
ete.) through its being related in a state of dissociation. When the 
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material is given with an affect appropriate to the original setting, 
there results frequently a relief from tension and affective turmoil— 
through the so-called catharsis. It may be suggested that the material 
will be remembered on waking, which paves the way for its open dis- 
cussion. Or the treatment may be carried on from session to session 
with hypnosis. Eventually, however, a synthesis of the material must 
be made in the waking state. The method is little used now and is likely 
to be reserved for hysterical fugues or trance states and similar phe- 
nomena. 

In narcoanalysis a diminished control of the mental processes is achieved 
by the slow intravenous injection of a suitable hypnotic drug, sodium 
amytal or sodium pentothal commonly being employed. While taking care 
not to produce sleep, the operator by suitable questions suggests situations 
or problems to the patient. In successful interviews there is secured а 
flow of emotionally charged material, with or without its being acted out, 
and with a corresponding release of tension. 

The method was extensively employed during the war in acute stages 
of battle reactions. It proved most useful and timesaving in treatment, 
but probably was no better than hypnosis or other methods resting on a 
personal contact.” * 

Rogerson® has used nitrous oxide (laughing gas) for the same purpose 
with similar results. The advantages are the low toxicity, the possibility 
of repetition at close intervals, and the self-administration which reduces 
the fear or hostility so often noted in patients receiving intravenous treat- 
ments. 

The Rorschach test gives, in general, less information concerning im- 
portant content than type of personality organization. The patient may 
be disarmed by the playlike character of the test into revealing sexual 
or other preoccupations not previously given. This may then be used 
openly for discussion, or the portions of the test object suggesting such 
content may be used as the starting point (on repetition) for further 
associations. 

More important for the revelation of content than the Rorschach test is 
the Thematie Apperception Test of Murray." This is a series of scenes, 
the description of which affords an opportunity to discover important 
motives of conduct. 

The psychogalvanic reactions are the electrodermal responses to stim- 
uli: questions asked of the patient, the reading of letters or pictures 
shown, ete. When questions are given, banal ones should be mixed with 
potentially significant ones as determined from the history. Severe flue- 
tuations of the galvanometer readings suggest strong emotional re- 
sponses: As with the other methods, the material so obtained must be 
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disposed of in some manner, either through further discussion, or by 
guiding the physician in formulating his further approach to avert 
bruising inquiry. 

All such methods should arouse a certain curiosity in the patient, and 
the physieian must be prepared to justify their use. 

Not infrequently the principal influence of the methods described 
above is in subtly but effectively serving notice to the patient that the 
physician has methods at his disposal for gaining vital information 
which do not depend on open frankness or on apparent clear memory. 
Demonstration of the aims and the usefulness of such methods may 
serve the single purpose of promoting a fuller rapport previously 
thwarted by personal sensitivity, convenient “forgetting’’ (substitu- 
tion), ete. Treatment may then proceed by the usual methods. 

The promotion of rapport in the merergasic disorders by such pro- 


cedure may be compared with the same end attained in the more serious 


parergasie disorder by the more brutally insistent attack on the autism 
through pharmacologie shock methods. (See Chapter III, Part IIT.) 
There are, of course, great differences, but the effect may be much the same. 
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CHAPTER Ш 
IMPORTANT THERAPEUTIC AIDS (CONTINUED) 


Shock Treatment: Insulin, Metrazol, Electroshock 


Since 1933, treatment in psychiatry has received valuable new weapons 
in three varieties of shock, so called from the rather aggressive attack on 
the person. These are (1) insulin coma,* (2) metrazol convulsions,* and 
(3) electroshock. They all produce unconsciousness, and alter the brain 
metabolism through anoxemia, or the reduction of nutrient substance, of 
the nature of sugar metabolites. 

The insulin treatment as introduced by Sakel, of Vienna, in 1933 consists 
in the production of coma, with or without convulsions, by the intramus- 
cular administration of insulin. The treatment is entirely empirical, 
despite the wealth of theorizing concerning it, and the choice of cases 
also is empirical and in line with the criteria previously generally accepted 
for ‘‘treatability’’ in the condition, namely, young parergasie patients, re 
cently ill, showing acute manifestations of the reaction. 

By graduated doses the patient is quickly brought to the stage of coma, 
which is allowed to continue up to an hour, before it is terminated by 
the administration of glucose by stomach tube or by vein. In the coma 
there are profuse sweating, absent pupillary response, and the Babinski 
toe phenomenon. The coma is repeated three to five times weekly, over 
a variable period, depending on the individual reaction. In general, the 
treatment extends over six to ten weeks. 

A favorable response is often seen quite early in the treatment. Most 
therapists continue the treatment for some time beyond the stage of 
apparent recovery. It may, however, also be used in a thoroughly prag- 
matie fashion, being stopped or continued depending entirely on the 
individual reaction. A favorable reaction consists in clearing of con- 
fusion, dropping out of content, social alertness, affective normality, and 
improvement in the general physical condition. Best results are probably 
attained in those cases where the pre- and postcoma periods are utilized for 
close and cautious psychotherapeutie contacts. Insight, however, is rarely 
well developed. 

There are very definite dangers in the treatment, and death from irre- 
versible coma, paralysis, and defect states of a Korsakow-like type have 
been encountered as unfortunate sequels. At the Phipps Clinic, three cases 
of prolonged coma not responding to glucose injection were saved by whole 
blood transfusion. Since in such cases after glucose injection the blood 


*For a review of the methods, see: The Treatment of Schizophrenia. Insulin Shock, 
Cardiazol, Sleep Treatment. Proceedings of the 89th meeting of the Swiss Psychiatric 
Association at Münsingen, Berne, May 29-31, 1937. Transl. and ed, by S. Katzenelbogen, 
M.D., with collaboration of F. Santee, M.A.: Am. J. Psychiat. 94: Supplement, May, 1938. 
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sugar level is very high, over 400 mgm. per cent, the assumption is that 
the organism has lost the eapacity to utilize glucose, a condition fortunately 
remedied through blood transfusion. The treatment requires hospital care, 
with special nurses and physician in attendance. 

Fig. 69 is a sample protocol in abstract. 

After enjoying a huge popularity for several years, the method has 
suffered a decline, but is still used empirically. It may be said to be more 
effective the more the clinical picture exhibits variants from the classical 
one of withdrawal: with mood changes, confusion, delirium-like features, 
excitement, and relative preservation of the intellectual assets and a good 
prepsyehotie personality. The years of use and of research in insulin 
treatment justify the eonelusion that we learned more about insulin than 
about schizophrenia from the experience. This does not deny the fact that 
the method may mean the difference between failure and success in treat- 
ment. 

The metrazol treatment introduced by von Meduna, of Budapest, has 
for its purpose the production of a major convulsion followed by coma 
and recovery. This is accomplished by the rapid intravenous injection 
of 3-5 c.e. of 10 per cent aqueous solution of metrazol (cardiazol). The 
convulsion follows almost instantaneously and lasts about a minute. Re- 
trospeetive accounts tell of a brief period of terror preceding the eonvul- 
sion, corroborating the appearance at the time. Subconvulsant doses pro- 
duce protracted panie with confusion and disorientation lasting an hour or 
more, without amnesia. This reaction should be avoided by prompt admin- 
istration of more metrazol. The convulsion is given 3 to 5 times weekly 
over по её period. Commonly about 15 treatments are given, but experi- 
ence shows that the treatment may be given in a purely opportunistic fash- 
ion, being discontinued with improvement. Its principal use is in the 
establishment of an alert cooperative attitude in patients who are confused, 
*'stand-offish,"" or lapsing into stupor. 

A typical protocol in abstract is given in Fig. 70. 

A troublesome complication in a variable proportion of cases is com- 
pression fracture of the body of the vertebra, or of the extremities. Be- 
cause of this, Bennett introduced the preconvulsion administration of 
curare, which gives a very transient museular paralysis. The ensuing con- 
vulsion is minimal in violence. The desired effects are not jeopardized by 
the use of eurare. The drug may cause respiratory embarrassment, and 
this must be combated with prompt administration of prostigmine.* 

Blectroshock was introduced by Bini and Cerletti in Italy in 1937. The 
method consists of the instantaneous production of unconsciousness fol- 
lowed by a typical epileptiform convulsion by the passage through the 
brain of an alternating current. 


*For details of the use of curare, see Bennett, A. E.: Curare: А Preventive of 
Traumatic Complications in Convulsive Shock Therapy—Amer. Jour. Psychiat. 97: 1040, 
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Approximate electrodes are applied to the temples, and an alternating 
current of 60-100 volts is passed for approximately 3/10 second. 


.There is no aura of fear as with metrazol convulsions, unconsciousness is 
instantaneous, the resulting convulsion is less violent, and there is complete 


amnesia for the experience. 


Mr. C. D. Male 


Diagnosis: Paranoid schizophrenic with panic, 

Date of beginning of treatment: December 10, 1938. 
No, metrazol seizures: 3. 

Condition on discharge: Well. 

Duration of illness: Onset 11/8/38. 

Date of conclusion of treatment: 1/9/39. 

Date of discharge from hospital: 2/22/39. 
Disposition: Ноте, 

Maximum single dose: б c.c. 


Age: 34 


M—metrazol injection 
ME—metrazol seizure 
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Fig. 70. 


The method is entirely empirical and, like other methods, may be em- 
ployed in a consistent fashion with regularly spaced convulsions 2-3-4 times 
weekly up to a total of 15-20, or it may be used in a symptomatic way. 
Conservative use would restrict the total number of convulsions in any 
day maximally to 2, in a week to 5, and in toto to about 20. After 3-4 
convulsions, usually, the memory becomes rather undependable, with gaps 
of varying degrees, and affecting both recent and remote material. This 
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is a transient feature and usually disappears within 2-6 weeks after th: 
end of treatment. Too many convulsions, above 20, may lead to permaner: 
changes of the same sort. The inference is that brain damage of a transient 
sort, as the method is usually employed, may become, under these condi 
tions, permanent. 

Blectroshock carries less danger of bone fracture than does metrazol, 
and as with metrazol may be eushioned by eurare or sedative drugs. 

It has largely replaced metrazol shock because of its less violent char- 
acter, the lack of fearful aura, and the ease of administration. 

Metrazol or electroshock convulsions may be used in combination with 
the insulin treatment, in an alternating fashion, or (more commonly) as 
induced convulsions during the insulin coma or precoma stage. Less 
metrazol than usual is necessary to produce a convulsion. -Such combined 
therapy may produce favorable results in cases resistant to insulin treat- 
ment alone. 

The shoek methods deseribed above are variants of earlier methods 
especially that using inhalations of high concentrations of earbon dioxide. 
Himwieh and his associates have used nitrogen inhalation. The effeet in 
all methods is to disturb temporarily brain metabolism with or without the 
produetion of coma and convulsion, The relation of the intimate details 
of the disorder in metabolism to the clinical phenomena is unknown. 

Any evaluation of the usefulness of such methods must take into aecount : 

1. The ehange in brain metabolism through the anoxemia or the hypo- 
glycemia so induced, and the change in the electroencephalogram. 

2, The psychological effects. 

Among these latter have been noted : 

a. The promotion of rapport, in a variety of ways: 

In cases of stupor or uncommunicativeness, perhaps through the 
physieian's demonstration that he has procedures at hand for breaking an 
impasse not depending on the patient's active cooperation, but whieh the 
patient may actually welcome, 

In confused delirious types where the external authority of the 
physieian appears to help the patient to a better personal orientation. 

Through the demonstration to the patient of the active interest of 
the environment in his welfare in a manner beyond the ordinary effort 
at collaboration. 

Through the authority of the physician in the posteoma or post- 
convulsive delirium-like state in explaining unwelcome hallucinatory and 
delusional material and to reassure the patient in his anxiety. 

b. The breaking through of baffling and severe depersonalization states 
through the direct effect on the appetite for food. 

c. The transient obliteration of the psychotic experiences. 
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d. The later therapeutic use of the verbal productions of the patient in 
the posteoma and postconvulsive states. 

е. The effect of diffuse fear such as the direet threat to life on the 
acceptance of reality. 

f. The cathartic effeet of convulsions upon tense strained affective states. 
How this works is quite unknown. The normal human seeks relief from 
emotional tension in physieal effort of a seleetive sort. The epileptie may 
be glad to have his convulsion and so gain relief from his mounting tension. 
The fact that with shock methods the muscular effort is achieved under 
coma does not necessarily vitiate an analogy. 

As matters now stand, however, no eombination of explanations appears 
entirely satisfying. "Therapeutie results outstrip fundamental theory in 
this situation. 

The methods earry considerable hazard and are not to be undertaken 
without special facilities for medical and nursing care. Furthermore, they 
are absolutely contraindicated in patients with pulmonary, cardiovascular, 
and kidney, and metabolie diseases. In elderly patients the methods are 
to be used with eaution. 

Prolonged experience with the shock methods and an enormous amount 
of experimentation and of clinical observation have not altered their essen- 
tially empirical character. 

Insulin coma appears best applicable to schizophrenic states, and is said 
to lead to recovery in from 2-5 times the number in the untreated.* 

The two convulsive methods by metrazol and electroshock are most useful 
in affective states: psychotic depression, or elation, and involutional melan- 
cholia. Metrazol has fallen into relative disuse, and undeservedly so, and 
may be combined advantageously with insulin coma or used in cases where 
electroshock has failed. With electroshock, recovery may be expected in 
from 80 to 90 per cent of depressions and manie excitements, and with a 
very considerable shortening of the recovery period. It is truly dramatie 
to see deeply depressed patients, who previously would have been expected 
to remain in hospital from 6 to 24 months, recover in 6 weeks. 

For sehizophrenie reactions with a considerable affective component 
either in the direction of depression or of elation or excitement, eleetro- 
shock (or metrazol convulsion) is indicated. If failure with one method 
occurs, the other should be tried after a rest period of a few weeks. 


Prefrontal Lobotomy (Leucotomy) 


This is an operative procedure first employed by Egas Moniz in Portugal 
in 1936 on eases presenting chronic agitation and anxiety. A sealpel is 
introduced through a burr opening in the skull at the base of the frontal 
lobe, and in a wide sweep cuts the thalamofrontal radiation as well as other 


*See Lewis, N. D. C.: Shock Therapy in Mental Disorders. Indications and Value, 
Connecticut M. J. 8: 218, 1944. 
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is a transient feature and usually disappears within 2-6 weeks after the 
end of treatment. Too many convulsions, above 20, may lead to permanent 
changes of the same sort. The inference is that brain damage of a transient 
sort, as the method is usually employed, may become, under these condi 
tions, permanent. 

Blectroshock carries less danger of bone fracture than does metrazol, 
and as with metrazol may be cushioned by eurare or sedative drugs. 

It has largely replaced metrazol shock because of its less violent char- 
acter, the lack of fearful aura, and the ease of administration. 


Metrazol or electroshock convulsions may be used in combination wit 
the insulin treatment, in an alternating fashion, or (more commonly) a 
induced convulsions during the insulin coma or precoma stage. Less 
metrazol than usual is necessary to produce a convulsion. -Such combinec 
therapy may produce favorable results in cases resistant to insulin treat- 
ment alone. 
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The shock methods described above are variants of earlier methods 
especially that using inhalations of high concentrations of carbon dioxide. 
Himwich and his associates have used nitrogen inhalation. The effect in 
all methods is to disturb temporarily brain metabolism with or without the 
production of coma and convulsion, The relation of the intimate details 
of the disorder in metabolism to the clinical phenomena is unknown. 

Any evaluation of the usefulness of such methods must take into account : 

1. The change in brain metabolism through the anoxemia or the hypo- 
glycemia so induced, and the change in the eleetroeneephalogram. 

2. The psychological effects. 

Among these latter have been noted : 

а. The promotion of rapport, in a variety of ways: 

In cases of stupor or uncommunicativeness, perhaps through the 
physieian's demonstration that he has procedures at hand for breaking an 
impasse not depending on the patient's aetive eooperation, but which the 
patient may aetually weleome. 

In eonfused delirious types where the external authority of the 
physieian appears to help the patient to a better personal orientation. 

Through the demonstration to the patient of the active interest of 
the environment in his welfare in a manner beyond the ordinary effort 
at collaboration. 

Through the authority of the physician in the posteoma or post- 
convulsive delirium-like state in explaining unwelcome hallucinatory and 
delusional material and to reassure the patient in his anxiety. 

b. The breaking through of baffling and severe depersonalization states 
through the direct effect on the appetite for food. 

c. The transient obliteration of the psychotic experiences. 
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d. The later therapeutic use of the verbal productions of the patient in 
the posteoma and postconvulsive states. 

е. The effect of diffuse fear such as the direct threat to life on the 
acceptance of reality. 

f. The cathartic effect of convulsions upon tense strained affective states. 
How this works is quite unknown. The normal human seeks relief from 
emotional tension in physical effort of a selective sort. The epileptic may 
be glad to have his convulsion and so gain relief from his mounting tension. 
The faet that with shock methods the museular effort is achieved under 
coma does not necessarily vitiate an analogy. 

As matters now stand, however, no eombination of explanations appears 
entirely satisfying. Therapeutic results outstrip fundamental theory in 
this situation. 

The methods carry considerable hazard and are not to be undertaken 
without special facilities for medical and nursing care. Furthermore, they 
are absolutely contraindicated in patients with pulmonary, cardiovascular, 
and kidney, and metabolic diseases. In elderly patients the methods are 
to be used with caution. 

Prolonged experience with the shock methods and an enormous amount 
of experimentation and of clinical observation have not altered their essen- 
tially empirical character. 

Insulin coma appears best applicable to schizophrenic states, and is said 
to lead to recovery in from 2-5 times the number in the untreated.* 

The two convulsive methods by metrazol and electroshock are most useful 
in affective states: psychotic depression, or elation, and involutional melan- 
cholia. Metrazol has fallen into relative disuse, and undeservedly so, and 
may be combined advantageously with insulin coma or used in cases where 
electroshock has failed. With electroshock, recovery may be expected in 
from 80 to 90 per cent of depressions and manie excitements, and with a 
very considerable shortening of the recovery period. It is truly dramatic 
to see deeply depressed patients, who previously would have been expected 
to remain in hospital from 6 to 24 months, recover in 6 weeks. 

For schizophrenic reactions with a considerable affective component 
either in the direction of depression or of elation or excitement, electro- 
shock (or metrazol convulsion) is indicated. If failure with one method 
occurs, the other should be tried after a rest period of a few weeks. 


Prefrontal Lobotomy (Leucotomy) 


This is an operative procedure first employed by Egas Moniz in Portugal 
in 1936 on cases presenting chronic agitation and anxiety. A scalpel is 
introduced through a burr opening in the skull at the base of the frontal 
lobe, and in a wide sweep cuts the thalamofrontal radiation as well as other 


*See Lewis, N. 2t: Сы ASTESS Therapy in Mental Disorders. Indications and Value, 
Connecticut M. J. 8: 218, 
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tracts, probably eallosal and the fasciculus einguli. The operation is bilat- 
eral, and spares the cortex except at the point of entry of the knife at the 
base of the frontal lobe. Since it is ordinarily performed under local anes- 
thesia, the operator may talk with and observe the patient throughout. 
The effects are often immediate, the immediate postoperative complications 
are few, and the patient usually is discharged from hospital within two 
weeks. The mortality rate is 3 per cent, and convulsions occasionally occur 
as remote sequels. According to Freeman and Watts who have explored 
extensively its use in this country, the intellectual functions are left intact, 
and the major change effected by the operation is in liberating the patient 
from an excessive and anxious consciousness of the self. Such is their 
explanation for its dramatie affective relief to patients suffering from in- 
volutional depression with agitation and from incapacitating obsessions 
and for the postoperative outeropping at times of behavior exhibiting a 
lack of soeial sensitivity. 

Unlike insulin, metrazol, and eleetroshock therapies, the struetural altera- 
tions in the brain from this operation are, of course, permanent, This 
makes mandatory the most careful diagnostie evaluation of eaeh ease 
proposed for treatment, and the treatment should be carried out then only 
if more conservative methods have been given a reasonable trial without 
success. It should not be done in depressions of the manic-depressive type, 
where there is an excellent expectation for recovery whatever is or is not 
done to ameliorate the condition. In obsessive cases it should be restricted 
to the malignant types which prove completely refractory to psychotherapy 
and to shock methods, and in which the patient is badly victimized by his 
symptoms. 

Advising the treatment for psychopathie personalities, homosexuality, 
untreated anxiety states, mild obsessive states, and depressions is ruthless 
and to be utterly condemned. . 

The Moniz ‘‘blind’’ operation, popularized here by Freeman and Watts, 
is being superseded in several medical centers by an open-type operation. 
Bone flaps are laid back in the frontal portion of the calvarium, and a 
small core of brain substance is removed down to and penetrating into the 
anterior horn of the ventricle. The brain substance is separated with a 
blunt instrument to give adequate operational survey. The white matter 
surrounding the ventricle is then severed with a blunt instrument. Bleed- 
ing is instantly stopped at any stage with electric cautery. 

This open operation guarantees a sure knowledge of what is cut, elimi- 
nates serious bleeding, and leaves a clear surgical wound. Postoperative 
complications, such as epileptiform convulsions, should be reduced. 

The introduction of the new type of operation will necessitate a new 
appraisal of the results of prefrontal lobotomy, and may lead to more 
accurate determination of the effects of severance of certain tracts as op- 
posed to others. 
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Extensive clinical and psychological studies should be made before and 
after operation. Only in this way will the ultimate value of the procedure 
be determined. 

It seems clear that a rehabilitation job remains to be done after operation. 
The patient should be placed in the best environment he is capable of par- 
ticipating in, and his apathy or listlessness needs actively to be combated. 
Recurrence of old abnormal manifestations calls for vigorous efforts at dis- 
traction with occupational therapy, and the development of voluntary con- 
trol to encourage new habit formation. 

While there is an immediate change in the behavior with operation, with 
a reduction of tension and anxiety, continued improvement may be expected 
for at least a year after operation. 
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CHAPTER IV 


TREATMENT OF THE STATIC CONSTITUTIONAL 
REACTIONS 


1. Oligergasia—Feeblemindedness 


Since by definition, oligergasia includes only the static constitutional 
defects of the intellectual assets, treatment is confronted from the out- 
set with definite limitations in expectation. The chief problems in 
therapy are (1) the adjustment of the load of responsibility in school, 
work, home to the capacity to understand and to perform; (2) the pro- 
tection of the patient against vicious exploitation by others trading on 
his willingness to be led without sensing the consequences of the activ- 
ity; and (3) protection of society against socially unacceptable behavior, 
such as sexual promiscuity, stealing, ete., uninhibited because of the de- 
ficient assets. Preventive treatment aims at the reduction in the inci- 
dence of the disorder through eugenic measures. 

The adjustment of the patient to opportunity and responsibility has 
become a matter of very great importance. The rise of special schools 
for vocational training within the traditional academic system has given 
new incentive to thousands of school children who are constitutionally 
unfitted for the standard educational program. It takes advantage of 
the fact that the degree of trainable manual skill does not bear a close 
relation to the general intelligence. The net result of the program has 
been to reduce juvenile delinquency (which flourishes whenever children 
in school are faced with excessive demands leading to truancy), to lengthen 
the years spent in training, and to turn out annually to industry and the 
trades a large number of low-grade trained workers capable of handling 
simple repetitive tasks. The further obligation of society is to protect such 
people from exploitation and so add to their stability. 

Ruth E. Fairbank! has shown clearly the social effect of a consistent 
stabilizing influence in the community center on the mentally deficient 
and their offspring. In a closely knit district of Baltimore, the com- 
munity center was the school. The presiding genius of the school for 
many years was a wise and benevolent woman whose influence on the 
district was remarkable. The social and economie stability of the group, 
the freedom from petty erime, the increased effectiveness of the off- 
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spring, judged by intelligence tests are matters of record and have 
offered a telling refutation of the wholly pessimistic outlook held con- 
cerning the problem. Doubtless the records in all these cases would not 
completely satisfy the scientific criteria for constitutional deficiency. As 
already indicated (Part II), these are difficult to be sure of, and the 
diagnosis based on exclusion at best is open to many pitfalls. 

The Riidin group? in Nazi Germany, while admitting that few statistical 
studies of feeblemindedness are available, did not hesitate to include it in 
the disorders for which sterilization was to be done. In practice this meant 
that sterilization (in Germany) was accomplished in all cases of feeble- 
mindedness (as judged by standard tests and school records) where exo- 
genie factors were not discoverable, whether or not a familial incidence could 
be demonstrated. The attempt was to influence directly the genetic factors. 
Considerable criticism was levelled at the program, as offering little hope 
of tangible results in reducing the tally of the feebleminded.* 

Sterilization has been urged by social economists on a different basis, 
namely, on the ground of the inadequacy of the feebleminded to give 
proper care to offspring and to prevent the complicating strains of 
childbearing and care. Eugenics plays no part in such a program. 

Sterilization is a topic to be considered in an individual case on 
eugenie and social security grounds and within the legal framework of the 
locale. As with other therapeutic procedures, the patient’s adherence 
to the program is to be encouraged within the bounds of reasonable 
understanding. 

Feeblemindedness may be complicated by concomitant psychopathic 
traits leading to asocial behavior. The psychopathic states constitute a 
somewhat different therapeutic problem and will be considered in the 
following paragraphs. The stable feebleminded individual offers no 
special problem within the limits of his capacities. 


2. Constitutional Psychopathic States (Psychopathic Personalities) 


These lifelong disharmonious developmental products offer the most 
trying therapeutic problem. This in no little measure results from the 
frustrated feeling engendered in the physician by the “constitutional” 
label, too easily made and often too hard to uphold. The job of making 
over such a personality into a harmonious balanced one requires the 
greatest patience, The procedure depends on the careful supervision of 
the patient and his active cooperation, with the analysis of individual 
incidents illustrating the outstanding difficulties. The patient’s capacity 
for learning from such incidents under treatment may be measurably 
superior to the unaided capacity. The further task is the development 
of habits based on the new knowledge. Experience shows that this is to 
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be accomplished only by prolonged therapeutic supervision. The thera- 
pist must be prepared for lapses in the behavior of a sort to try the 
patience severely. His value as a therapist will depend in part on his 
refusal to let the patient’s relapses discourage him and in part by his 
insistence on the role of personal responsibility for the performance and 
the encouragement to a better effort. 

The asocial type, the **moral imbecile’’ of the English literature, has 
proved the most troublesome and resistant to treatment. Yet there are 
all degrees of the difficulty, and the episodes which lead to hospitaliza- 
tion are often far enough apart to leave opportunity for considerable 
normal activity. The role of ease of opportunity for such behavior, of 
seduction, and of the degree of available social supervision will deter- 
mine the ultimate advice in such a case. Imperative is residence by com- 
mitment in a closed institution for an indefinite period, long enough to 
give adequate opportunity to demonstrate the basie available stability 
and the reaetion to gradually inereased responsibility. Commitment is 
necessary in order to avert the premature end of treatment through im- 
pulsiveness. 

Treatment must attempt to determine the role of early experiences 
and to work for their better understanding and control through habit 
formation. Even in serious psychopathie disorders, remarkable about- 
faces not rarely oeeur under treatment. 

Sterilization has been urged for habitual eriminals, who for the most 
part belong to the asoeial psyehopathie group. In Nazi Germany eastration 
was preseribed for habitual sex offenders, with a view to redueing the 
sexual drive.? 

Hospitalization of the psyehopathie personality poses an unresolved prob- 
lem in this country. Such psychopathie characters do not do well under 
the treatment regime of the ordinary ehronie hospital, and their ability to 
stir up trouble in such eireumstanees is notorious, This leads to early dis- 
charge for the convenience of the hospital before thorough effort at re- 
training has been made. Special hospitals are badly needed for such static 
constitutional eonditions, where retraining as well as aetive efforts to dis- 
cover the dynamics of the individual reaction may be carried out. 

In practice, a large number of psychopathie personalities end up in penal 
institutions, where there is again a lamentable laek of segregation on a 
diagnostie basis. 

Tt is mueh easier to eritieize our present handling of the problem than 
it is to erect a substitute program with any degree of certainty of satis- 
factory results. This is no excuse for not making a start in the right 
direction. 


| 
| 
i 


TREATMENT OF THE STATIC CONSTITUTIONAL REACTIONS 555 


References 


1. Fairbank, EUER E.: The Subnormal Child—Seventeen Years After, Ment, Hyg. 
17: 177, 1933. 

2, Gütt, A. Rüdin, E. and Ruttke, F.: Gesetz zur Verhütung erbkranken Nach- 
wuchses, usw., München, 1934, Lehmanns Verlag. 

3, Am, Neurol. A., Committee for the Investigation of Eugenienl Sterilization. Eugeni- 
eal Sterilization. A Reorientation of the Problem, New York, 1936, The Mac- 
millan Company. 


CHAPTER V 


TREATMENT OF THE PSYCHODYNAMIC MINOR 
REACTIONS: PSYCHONEUROSES 


There are some general considerations and rules which apply in the 
treatment of all minor psychodynamic reactions: 

1. Listen carefully to the patient. Much relief is obtained simply 
through the fortunate circumstance of having discovered a sympathetic 
and understanding listener. 

2. Do not deny the actuality of the symptoms. Only seek to enlist 
the patient’s active interest in their genetic-dynamie elucidation. 

3. Make complete physical examinations in all cases. When the 
examinations give no basis for the complaints, say so, but admit that the 
complaints are not disposed of by such a negative answer. 

4. Indicate how the scope of the inquiry has to be broadened progres- 
sively from organ function, to reflex reactions and action at a distance 
(via hormones, ete.), and finally to personality function in an attempt 
to furnish a positive answer. Diagnosis by exclusion is only a partial 
diagnosis. The positive evidences must also be found. 

5. Do not allow the patient to retell his story and reiterate his com- 
plaints time after time. Impose on him the obligation to bring new 
material to each consultation. The plan for treatment must be in the 
physician’s mind, and the obligations are outlined. If the patient per- 
sists in retelling his complaints, either cut him short with insistence on 
the need for new material or point out to him that such reiteration is 
wasting time which likely could be better spent. A regular consultation 
hour will emphasize the obligation on the part of the patient to con- 
tribute something positive. 

6. The daily program must be carefully planned to take advantage of 
and to develop the assets. 

7. Periods of health and efficiency are to be carefully analyzed for 
the factors promoting them, to discover therapeutic hints. 

8. The egocentric interest and attention of the patient must be de- 
centralized and shunted into outwardly directed channels of activity. 

9. Complaints of insomnia are to be checked with the actual sleep as 
observed. 

10. Sedative drugs are best avoided. In hospital this can be made a 
virtually absolute rule. Hydrotherapy may be used as necessary to secure 
relaxation. In less favored cireumstances drugs may conceivably be 
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necessary but such occasions should be reserved for emergencies. Even 
in the home hydrotherapy may be applied in the ordinary bathtub, by 
simple attention to the temperature of the water and provisions for comfort. 

11. Never allow improvement under symptomatic therapy to replace 
or render unnecessary the basic personality study and understanding, in 
which the symptoms assume their proper perspective. 

12. The choice of written or verbal personality study will depend on 
the patient. Patients who have difficulty talking spontaneously may 
do well writing, where there is time to organize the thoughts. On the 
other hand, written material is likely to lose a great deal in freshness, 
spontaneity, and naiveté, and to present a more intellectualized version of 
the content. A compromise may be reached by combining writing with 
subsequent verbal discussion of the material, from new viewpoints and in 
a critical fashion. 

Writing may be requested in cases where a certain irresponsibility 
for the utterance is evident, 

13. The less accessible material usually with strong emotional com- 
ponents is essential, especially when the more usual elaboration of the 
complaint problem reaches a stalemate. The Jung association test, dream 
analysis, free association, automatic writing, the psyehogalvanie response, 
the Rorschach test, hypnosis, and sodium amytal or pentothal interviews, 
all afford means of access to such material. It may be used by calling the 
patient’s attention to the findings and asking for direct explanation, or in 
a more indirect manner by further free association. It is advisable to per- 
form a Rorschach test and a Jung association test early in the treatment, 
while the patient is full of his complaint and.before his test performances 
can have been influenced by treatment. The significant results may be 
held for later use, to overcome the stalemate often transiently noted in 
treatment. : 

14. The psyehoneurotie patient generally insists on the ultrapersonal 
nature of his eomplaints, and all too often drives a hard bargain with the 
physieian, with the.end of making a closed-shop contract which will exclude 
the interest of the environment. There has grown up a subservient attitude 
on the part of physicians to this maneuver which cannot be justified on 
any ground. The physician will do well to keep in mind that there are 
no exclusively personal ‘psychoneuroses ; they are always social situa- 
tions, and treatment must insist that the entire situation be equitably 
handled. Overeoming of a neurotic reaction often becomes a lifetime 
battle. In such a situation clearly the interests of the patient’s im- 
mediate environment cannot be excluded. 

The treatment of the psychoneuroses therefore looks to: 

1. The understanding of the psyehogenetie and psyehodynamie factors 
in the development of the reaetion. 
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5. The steady insistence on the patient's putting into practice what 
he actually knows about himself. This is best accomplished indirectly 
through the development in the patient through the rapport with the 
physician of a concurrence in an heuristic expectation of the performance. 

3. The development of new goals and attitudes offering positive satis- 
faction. 

4. Symptomatic alleviation of disordered organ function by simple 
measures which offer little or no opportunity for later substitutive ex- 
ploitation. 

The various types will be diseussed separately. 


General Nervousness 


Treatment is largely a matter of adjustment of load to the working 
capacity, with due attention to the balaneing faetors in rest, play, and 
recreation. 

Neurasthenia 


The treatment of neurasthenia naturally divides into two main direc- 
tions: (1) treatment of the basic physiological factors operating to pro 
duce fatigue, and so reducing the opportunity for the reaction to be 
used in the service of psychobiological functions; and (2) elucidation 
and correction of the psychobiological factors operating to produce the 
boredom, monotony, unrest, and futility characteristic of the condition. 

The physiological factors are not entirely clear as yet. Experience 
shows that mild hypothyroidism or mild adrenal insufficiency may play 
a rôle, and appropriate replacement therapy is indicated. It seems prob- 
able that a more intensive study of the physiological conditions conspiring 
to produce the sense of easy fatigue will some day bring fruitful results. 

The action of benzedrine in neurasthenie conditions has been generally 
disappointing, as has that of caffeine and prostigmine. 

It remains true that little help may as yet be expected from pharmaco- 
logical or physiological. attack on the neurasthenie states, because most 
cases offer no point of departure for such specific therapy. The thera- 
peutic procedures of choice remain the methods for influencing the 
psychobiological factors. As already noted, these appear to be bore- 
dom, monotony of life with dearth of punctuation, lack of balance in 
remote goals determining a steadfast performance, and immediate goals 
offering current satisfaction, futility feelings (not frustration which im- 
plies active effort), and chronie anxiety from conflicts in personality needs. 

A careful survey will reveal obvious or less obvious sources of these 
items, in the actual regime to which the patient must bow or to an in- 
adequate development by the patient of a satisfactory regime. The 
latter, often enough, results from an insidious deprivation of satisfac- 
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tions from failure to exert continuous effort in the maintenance of good 
habits, just as the demoeratie ideal today is threatened largely through 
the failure to participate actively in its maintenance. 

Generally the inquiry will turn further back to the patient's' remote 
past, showing a lifelong dependent attitude fostered by, or foisted on, 
parents, and the result is to make the emancipation problem the more 
severe. The effort must be to develop autonomy and internal harmony of 
the personality needs, in which the goals will be personal, without excessive 
outside reference, and in which the effort to attain them will lose the char- 
acter of tiring competition in favor of the indulgence of personal tastes, 
with a growth of a feeling of satisfaction or contentment. 


Hypochondriasis 


The first prerequisite.in treatment of hypochondriasis is adequate 
examination of the organ and system complained of, This must be done 
immediately so that the further treatment may begin with a sound 
knowledge of the physical status. These examinations are not to be 
repeated unless new factors enter. Under no circumstances is the pa- 
tient to be informed of the negative character of the findings, and in the 
next moment given a bottle of innoeuous medicine. He is told plainly 
that the physical findings are entirely normal or are insignificant in 
comparison with the magnitude of the complaints. This offers a point 
of departure for the further inquiry into (1) lifelong personality traits, 
overt or latent, which might be called health-conseiousness, and (2) eur- 
rent sources of dissatisfaction and discontents which offer the favorable 
soil for thé'reaction. In intelligent patients with good cooperation little 
more may be needed to illuminate the entire reaction, the patient sens- 
ing immediately the substitutive character of his behavior. Simple ex- 
amples showing organ function in the personality service, such as gastro- 
intestinal distress or nausea in face of an unwelcome situation, will serve 
to orient the patient to the direction of the inquiry. The inquiry must 
proceed in such manner that the patient is not in any wise put on the 
defensive, but will cooperate in the unravelling of the mystery ending 
in complaint. 

The problem becomes the harder in direct proportion to (1) the fixity 
of the personality tendency and (2) the essential unmodifiability of the 
situation. In the latter case, collateral and alternative activity offering 
an opportunity for more satisfaction must be found and developed. 

Those in the immediate environment must be taught the proper atti- 
tude to take toward the patient. Oversolicitude on the part of a partner 
or a weak attitude which allows parasitism to develop will counterbal- 
ance all the physician’s efforts. 
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Anxiety States 


Anxiety states are best treated by formulation of the various symp- 
toms, leading or more incidental, as a syndrome understood as th: 
physiological evidences of tension, anxiety, or fear. This problem may 
be illustrated by simple example within the range of universal experi- 
ence. The next step is to call attention to the similarity of the patient's 
syndrome but with the exciting factors or appropriate object not im- 
mediately obvious. The inquiry becomes a search for the missing fac- 
tors. These are to be found in the immediate situation, in the person- 
ality structure, and in its molding by past experience. The patient is 
commonly not unwilling to accept such explanation, but the enormity of 
the anxiety attack is likely to banish temporarily voluntary control. 
The therapeutic problem becomes a matter of transforming hindsight 
into foresight. This comes about through the careful analysis of specific 
eonerete situations as they arise under treatment, pointing out to the 
patient alternative attitudes which could easily have been adopted in 
the situations and encouraging the patient in a more realistic attitude 
toward his difficulties. Failure becomes a challenge to further effort 
rather than the signal for capitulation. 

The serious cases show strong constitutional factors, and the therapy 
is difficult in direct proportion to the strength and fixity of such per- 
sonality factors. Thoroughgoing personality study is imperative and 
must be combined with the analysis of current incidents in the light of 
the progressive findings of the personality study. 

Symptomatic relief may be secured in the more continuous states 
through hydrotherapy, continuous tubs, and packs. If the patient be- 
comes more anxious at the prospect of a cold wet pack, the pack may be 
given loose, or with the arms and shoulders free. Ergotamine tartrate, 
1 mg, three times daily, has been used for the tachycardia, but in the 
experience of the Clinic without significant benefit. Acetylcholine has 
also been advised, but the results are doubtful. General sedation with 
barbiturates, bromides, or other similar drugs is to be studiously avoided, 
since the strongly constitutional and-substitutive tendencies favor the 
exploitation of such drugs to further the evasion or nonrecognition of 
the facts in the case. 


Aleohol is often resorted to for its sedative effect and offers a com- 
plication of more or less seriousness to treatment. Its use must be for- 
bidden during treatment. 

In view of the Freudian contention of the role of sexual frustration, 
specifically through withdrawal, a careful check of the sex practices is 
necessary. When withdrawal is practiced and can be shown to be pro- 
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ductive of frustrated tension, other methods of contraception or a better 
sexual hygiene are to be outlined for the patient. The practice of 
withdrawal does not always lead to anxiety symptoms. The type of 
contraceptive to recommend depends on the reaction of the partners to 
the whole experience as a compromise, on the willingness of the one or 
the other to assume the responsibility for the practice, on the degree of 
security likely to be attained, and the subject’s confidence in the method. 
Such are the practical considerations which follow on a thorough orien- 
tation in the patient’s sex goals and their integration into the general 
personality structure. 

These cases are often referred to by internists as ‘‘neurocirculatory 
asthenia”’ or ‘‘effort syndrome,” and the treatment is one of gradually 
inereasing effort starting with complete rest. The effort is to build up 
confidence in the patient. The treatment may be successful, but unfor- 
tunately it seems to stress the part-reactions or participation of the 
cardiovascular system, best understood in the context of the emotional 
situation. 

Other anxiety states have other system or organ reference, as gastro- 
intestinal, optic, vestibular, muscular, ete. The same rule applies in all 
cases: do not omit treatment of the part-reaction, but see that it finds 
its proper place in a more comprehensive personality understanding. 


“ 


Obsessive-Compulsive-Ruminative Tension States 


These are among the most difficult treatment problems in the entire 
psychiatrie field. The treatment proceeds along three general lines: (1) 
Understanding of the condition as a developmental product, utilizing 
tendency to repetition, magical thinking, evasion and compromise of a 
sort to erase or hide the memory of performance unacceptable to the 
personal ideal (essentially symptom analysis); (2) personality study 
which will reveal the more or less obvious paradoxes of resentment and 
clinging dependence, love and hate, adventuresomeness and timidity, 
spite and obsequiousness, ete., their early origins in the familial situa- 
tion, their part in the economy, and their further exploitation and 
elaboration with growth; and (3) the development of a self-discipline 
through habit training, largely the consistent willingness to ''take a 
chance” with the unknowable and with uncertainty, and the easing of 
the perfectionism. 

As with all the psychoneuroses, the therapy is a distributive one, seek- 
ing illumination from the past, with careful analysis of current situa- 


Treatment may sueceed along simple lines of distraction through 


tions. - 
l contact; or through im- 


play, occupational therapy and neutral socia 
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provement in the general physical status, since obsessive-compulsive 
tendencies notoriously tend to become worse with periods of strain and 
physical let-down. 

Practically speaking, treatment results depend on the prevalence of 
anxious timid-depressive or of paranoid-aggressive components in the 
reaction, being much more favorable in the former where restoration of 
self-confidence, shaken by the character and persistence of the content, 
becomes a principal therapeutic task. The ageressive-paranoid tendencies 
' make treatment very difficult, because the reaction serves а more obviously 
needed protective function against self-exposure. Bringing the aggressive 
tendencies clearly out into the open may be risked always if the way has 
been paved for the procedure by having the patient develop the story him- 
self and by making sure that the assets are stressed also, and the entire 
situation can be reformulated in a manner which the patient can accept 
(i.e., within the range of his understanding and cooperation). 

The most difficult task in the therapy of these conditions is to build 
up a self-discipline, in reality the responsible utilization of the under- 
standing produced by symptom analysis and its place іп the general 
personality structure. 

Too often long-continued inquiry seems to serve the sole purpose of 
giving the patient additional vocabulary to be used in his evasions and 
compromises. It should be determined as quickly as possible where the 
major emphasis in treatment shall lie: in symptom understanding, in 
personality analysis, or in the building of self-discipline (personality 
synthesis). The last is most important in the weak but stubborn intel- 
lectual, who has no difficulty in learning the fascinating game of mak- 
ing associations, but who does nothing more with them. Placing arti- 
ficial barriers to compulsive activity increases’ the tension to varying 
degrees, from the production of a therapeutically useful discomfort, 
which underscores the need for help, to blind devastating panie or 
paranoid outbursts, to be avoided. Successful, if temporary, control of 
the obsessions or compulsions should be recognized by appropriate en- 
couragement. 

Always the patient is urged to view himself and his problems in the 
setting of the society in which he finds himself, to decentralize the issues 
at stake, and to accept for himself what he would accord or demand of 
others. 

Psychoanalysis has claimed for itself a peculiarly strong therapeutic 
position with regard to the obsessive-compulsive-ruminative-tension 
state. The unearthing of the anal-sadistie strivings, and their operation 
vis-à-vis the parent substitute (the analyst) are said to be particularly 
effective. While undoubtedly there are patients who thrive on the same 
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training in analogical thinking to which the analyst has submitted, a 
particular effectiveness for the method may be doubted. The main prob- 
lem in any method is to develop a need to put into actual practice what 
is implicitly admitted and recognized as true of the self. 

Freeman and Watts’? have boldly used frontal lobotomy in such 
eases of severe degree. They claim a reduction in the affective charge 
in the condition so that the reaction becomes at least bearable. This is 
very much like the results obtained also in the strongly affective states, 
as in agitated depression. Because of the heroic character of the inter- 
vention, the occasional unhappy complications, the mortality rate of 3 per 
cent, it is a procedure which if used at all is to be reserved for the extreme 
cases which have proved refractory to all other treatment. 


Dissociative-Dysmnesic Reaction (Hysteria) 


The major hysterical syndromes—fits, paralyses, anesthesias, fugues, 
deliria—have traditionally been treated by hypnosis for one of two pur- 
poses or both: (1) to influence the favorable outcome by direct sugges- 
tion, for example, by the suggestion that the paralyzed leg may be used 
at will; and (2) for the recovery of significant content and its ameliora- 
tion by direct suggestion, or its subsequent use out of hypnosis for fur- 
ther personality study and illumination of the dynamies of the reaction. 
Direct suggestive influencing of the reaction may achieve dramatic result 
in monosymptomatie cases, as in hemiplegia, blindness, or aphonia, but 
less is to be expected in more diffuse reactions. In any case recurrences 
of the symptom, or a cropping out elsewhere of similarly organized 
behavior, may be expected unless the symptomatic relief is accompanied 
by personality study which leads to understanding of the plausibility, if 
not inevitability of the reaction, Treatment must then encourage the 
development of better ways of handling the same and like material, In 
many cases this boils down in large measure to the formulation by the 
patient under guidance of an adequate goal of personal autonomy : ethical, 
religious, sexual, ete. 

The difficult elements in treatment are the unreliability of many hys- 
terieal patients, who fail to grasp the most obvious facts, at the same 
time exhibiting themselves in a grossly unfavorable light, the immature 
emotional development with a childlike naiveté in face of shockingly 
*sophistieated'" behavior, the need for self-dramatization which accom- 
plishes a split in the personality integration favoring unreliability of 
rapport, the willingness to accept symptomatic relief (without self- 
effort) but the refusal to make attempts at even minor essential eharae- 
ter modification, the genuine pleasure in certain ecstatic experiences or 
in the self-infliction of mental pain. 
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Hypnosis is only the most dramatic and effective variety of suggestion 
which remains an all-round powerful weapon in the therapeutic attack. 
Suggestion may be made in simple conversation, even in passing contact, 
and it is accepted in direct proportion to the emotional rapport existing 
in the patient for the physician. The further aim is the incorporation in 
the self of the suggested therapeutic hints, modified and developed by 
the patient to fit his attainable goals and his ideals. 

In simple reactions where relaxation measures are useful in alleviating 
symptoms, as in recurrent motor cramps, the treatment may begin with 
light hypnosis to secure relaxation and soon be turned over to the pa- 
tient for its continuance when its beneficial results are obvious. The 
transfer to the patient may be easily effeeted when the entire procedure 
has stressed at every turn the natural undramatie quality of the per- 
formanee, without trappings and artificiality. 

Freudian psychoanalysis had its beginnings in the treatment of hys- 
teria, at first utilizing hypnosis, and later free association for the re- 
covery of content of dynamic importance for the development of the 
reaction, Psychoanalysis today, in hysteria, pursues the same ends as 
the less systematized and mechanized psychiatry does, namely, character 
change through understanding of symptoms and their meaning in the 
biographical setting. 

Experience shows that the most difficult feature in the treatment of 
hysteria, as in the obsessive-compulsive states, is the development of 
responsibility for the performance, so that the patient will always live 
up to his knowledge of himself. The physician who accomplishes this 
has built a solid foundation for the future well-being of the patient. It 
can be done only by long-continued observation, supervision, and en- 
couragement to self-control, with analysis of failures and of successes 
for their telltale guideposts, and the encouragement to prove the benefit 
to be obtained by the change in living. 

Obvious sources of strain in the environment are to be studied for 
their modifiability. Physical disorder is to be corrected, for the hysteri- 
cal patient often utilizes such disorder for the functional elaboration of 
the syndrome. 

In general, the hysterical patient’s symptoms grow in a setting of 
environmental attention. Every effort should be made, therefore, to 
minimize the attention bestowed on the reaction. Nurses are cautioned 
to ignore the tottering patient who clings to the wall as she walks but 
always to eneourage the patient when an especially good effort has been 
made. Hysterical delirium may subside abruptly if the patient is iso- 
lated in a room and left alone. The rule is: Ignore the difficulty and 
encourage the successes. 
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This may sound like paradoxical treatment when coupled with hypno- 
sis, but in hypnosis the contact with the physician is for a short period 
only. The rest of the time should be spent in decentralization of the 
difficulty. 

Since the hysterical patient essentially is one who has a need to appear 
in a better light than he actually does (Schneider), it follows that the 
personality study reduces in part to an analysis of the factors creating 
such a need and its eventual scaling down to more realistic proportions. 
This may be done by attempting an objective demonstration of the assets 
and the channels in which they may be used to gain satisfaction. 


Motor Neuroses—Tics, Cramps, etc. 


These are to be treated much as hysterical paralyses: by hypnosis or 
other suggestive method to secure symptomatic relief, by motor re- 
education and training, and by personality analysis and synthesis to 
clinch the relief so obtained. 


Compensation Neuroses 


These reactions differ in treatment from other minor reactions only 
because of the importance of the compensation issues in the situation. 
Relief may be obtained through suggestive therapy and re-education, 
and personality study may lead far in understanding; but, unless the 
compensation issue can be settled equitably, little permanent good is 
likely to ensue. The wisest policy is to insist on a final cash lump sum 
settlement so that the hope for monetary gain may play no further role. 
The difficulty in practice is that such cases may often be later reopened 
with the development of new symptoms. Lump sum settlement should 
eoincide with the development of plans for the future which will give 
promise of self-respecting employment and maintenance. 

A difficult item in treatment leading up to the settlement is to gain 
the patient’s rapport to such degree that it will survive the hazards of 
understanding the reaction in terms of behavior, without thought of 
suspicion concerning the motives. Most treatment fails either because 
the compensation motive is too great (for instance, when the disability 
pay checks are greater than the current earnings could be) or because 
the patient is led too abruptly to consider the behavioristie aspects of 
the situation, making him shy at such a program with resentment at the 
ethical imputation. It may take months to build up such a personal con- 
fidence in the physician, his fairness, and his thoroughness, as developed 
and tested in many minor encounters. Such patients are commonly ex- 
ceedingly sensitive and easily hurt, and care must be taken not to wound 
the self-esteem. That this may be done with confidence and amicably 
has been demonstrated on rare occasions. 
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Since compensation neuroses are often functional elaborations of trau- 
matic sequelae affecting the physiological workings, treatment faces a 
difficult task in determining the proportion of each factor. i 


Treatment of Psychosomatic Conditions 


The only important additional point in the treatment of the psyehoso- 
matie reactions over the principles just described lies in the necessity of 
dealing symptomatically with the distressing peripheral results in the auto- 
nomie-hormone-unstriped muscle system. This has the goals of (1) reduc- 
ing the likelihood of serious, even fatal, incidents (as the formation of, anc 
rupture of gastric ulcers), or (2) of breaking up a vicious circle at its 
most vulnerable link and so of preventing the gradual development of 
structural alterations leading to permanent, damage (as with the vesse 
wall ehanges in essential hypertension). 

The standard textbooks of medieine and of its various speeialties wil 
give explicit directions in each ease. 

The patient should be aware of the physician’s orientation, namely, that 
physiotherapy and psychotherapy are used together in varying proportion: 
at, different times in an all-out effort to give relief, and to eliminate basic 
causes. His own convictions are apt to vacillate depending on which 
method causes him the more distress or conversely brings him the greate: 
relief. Good management consists essentially of the maintenance of a 
balanee between these efforts on the part of the physician himself and oí 
the patient also. 


Sinee these problems are the provinee of internist or other specialist as 
well as of the psyehiatrist, they are probably best handled at present by a 
team working in collaboration, or by that present-day rarity, one well 
trained in both psychiatry and another specialty. 

Teamwork is effeetive only if there is constant eross reference between 
the partieipants, to minimize the possibility of one physieian nullifying 
the methods of the other, or of one being played over against the other by 
a resistant patient, or of errors occurring which could conceivably be 
troublesome. 

In practice this means that only those psychiatrists and internists or 
other specialists ean work effectively together who know each other and 
each other’s methods and interests well and are determined to cooperate 
at all costs. New departures in the treatment should be the result of con- 
sultation and common consent. 


In Chapter V, under the general description of some important types of 
psychosomatic reactions, some therapeutic hints have been indicated, 
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GENERAL CONCLUDING THERAPEUTIC HINTS 


Since psychoneurosis denotes a minor disorder of complaining, with the 
preservation for the most part of the personality assets, treatment should 
be extramural or should aim at early termination of hospitalization when 
that has been necessary through panic, transient ideas of despair, para- 
sitie invalidism, other extreme manifestations, or for reasons of ease in 
early management. Treatment in large measure must mean rehabilita- 
tion through the better use of the known assets in the normal setting of 
average everyday life. Long-continued hospitalization tends to corrob- 
orate the patient's impression of the gravity of his illness and to favor 
an invalid attitude. It not infrequently has happened that patients with 
serious psychoneurotie symptoms do poorly in private psychiatric elinie and 
promptly recover to the point of being able to float in society when trans- 
ferred to state hospital where the provisions for comfort are less elabo- 
rate and the attention less personal. 

It is noteworthy also that extrinsic crises, calling for a display of heroic 
fortitude can bring about normal performance through the operation of 
factors of such importance as to draw the patient’s attention from him- 
self and his ills. He loses himself in a cause bigger than himself. Such 
crises may not be invoked for therapeutic purposes, but those spontane- 
ously arising may be utilized for therapy, for example, war crises, Red 
Cross relief drives, political movements, ete. 

A large proportion of those merergasic patients with physical com- 
plaints are treated by internists. That success often follows cannot be 
denied. It may be asked therefore what is the difference between treat- 
ment carried out under such auspices and that carried out by the psyehi- 
atrist? It is largely a matter of emphasis. The internist places the part- 
reaction (e.g. tachycardia, gastrointestinal hypermotility, visual accom- 
modation difficulty) in the center of the treatment program, but his 
eventual sueeess depends admittedly on his ability to deal with the per- 
sonality and situational factors. These he manages intuitively and in a 
practical economical way. 

The psychiatrist places the personality-situational problem in the cen- 
ter of the therapy, but his success will depend in large measure on his 
understanding of, and attention to, the part-reaction. His treatment of 
the personality problem is more systematized, far-reaching, and likely 
to be less direct and economical, but also more sparing of sensitivities 
and later difficulties which arise when things are “fixed” by external 
manipulation. 
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Clearly a joint effort could be very useful, with an allotment to each 
of responsibility for the case. That this happens so seldom is due to 
mutual distrust, a residue of the old mind-body dualism, and it remains 
a live challenge to medical education of the present day. 
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CHAPTER VI 


TREATMENT OF THE MAJOR REACTIONS 
(HOLERGASIAS) 


THYMERGASIA 


The major reactions by definition are more sweeping, the eompensat- 
ing mechanisms are less effective, and the capacity for normal behavior 
reduced. In like measure the degree of responsibility for the performance 
is reduced. It is this combination which led Kraepelinian psychiatry to 
think in terms of disease processes to which the patient fell prey. 

Because of the gravity of the problems presented in the major reac- 
tions, treatment in hospital is usually required at some stage of the ill- 
ness; or, if not actually in hospital, then in a home which for all practical 
purposes has been transformed into hospital, where ‘‘hospital care" may 
be given. The details of treatment of each reaction type follow. 


AFFECTIVE REACTIONS (THYMERGASIA) 
A. Depression 


Treatment in depressions begins with the obligation to protect the pa- 
tient against suicide. The most carefully laid plans for treatment are 
likely to be cut short by impulsive or calculated suicide. Suicidal risk 
must be considered to be always present, actually or potentially, in de- 
pression. The degree of risk must be determined and appropriate meas- 
ures taken. Suicidal talk and gestures are open evidence of the danger, 
despite the statements of relatives and friends to the contrary based on 
the patient’s religious conceptions, or feeling of duty to the family, ete. 
In fact, it is these factors which are likely to favor suicidal risk because 
of the feelings of unworthiness engendered relative to them. Deep de- 
pression, as judged by the severity of the affective response and of the 
physiological effects ; “smiling” and aversion and other types of depres- 
sion where the true state of the inner turmoil is not clear and rapport is 
apt to be poor; the convalescent stage of depression when the vision of 
return to health is likely to be suddenly replaced by despair with transi- 
tory return of the depression—these are all especially serious situations 
in regard to the suicidal danger. The early morning hours, immediately 
on waking, are especially dangerous because of the deepening of the 
depression at such times. 

Suicidal risk demands careful watching of the patient. It is best to 
be open and aboveboard with the patient and explain simply the medical 
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duty in the situation. Furtive efforts at observation are not conducive 
to the feeling that honest care is being taken. In psychiatrie hospital 
the suicidal risk is lessened considerably by special architectural features 
and by the routine of ward management. It follows that observation 
of the suicidal patient may be better achieved in psychiatrie hospital, 
and this fact furnishes one very real cause for admission to hospital. 

However, suicidal risk in no wise need always and inevitably demand 
hospitalization. Whether suicidal risk shall weigh heavily in the matter of 
admission depends on the weight of the balancing factors. Cases of 
deep depression with no little suicidal risk may be treated outside the 
hospital when there are strong balaneing faetors, for example, in devo- 
tion to work and satisfaetion therein, or when there is elose rapport 
with the physieian and understanding of the treatment program, and 
when tangible elements in the situation are open to modification. The 
young physician will do well to err on the side of caution, however, and 
seek ample rather than scant coverage of the risk. When treatment of 
a suicidal patient is carried on outside of hospital, it should be with the 
knowledge and consent of the immediate relatives so that the responsi- 
bility for the care may be equitably distributed. ў 

With the suicidal danger covered by adequate observation, the further 
treatment of depression aims at the following: 

1. Direct dissolution of the depressive feelings and preoccupations 
through electroshock (by preference). 

2. Distraction from the preoccupations by graduated oceupational ther- 
apy, games, social activity, with the further end of promoting a sense 
of achievement and worthiness. И 

3. Symptomatie treatment for: 

a. Insomnia. 

b. Appetite and weight loss—with insulin, vitamins, diet. 

e. Constipation. 

d. Tension symptoms, ete.—with sedatives, subeoma insulin treat- 
ment, electroshock. 

4, Promotion of understanding and a willingness to wait until recovery 
has come for the management of those factors which appear at the time 
necessary to change. 

5. Modification in the situation where clear precipitating factors are 
at hand; or if this is not possible, the development of a modified attitude 
toward the difficulties. 

As stated in Chapter IIT, electroshock is the standard procedure in de- 
pressions (and manie exeitements), and early recovery may be expeeted in 
80 to 90 per cent of the cases. Usually after the third or fourth convulsion 
the patient shows a turn for the better in his spirits, and a different, more 
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"remote" or objective attitude to the principal depressive content. At 
times he may say he cannot remember what he was worrying about, coin- 
cident with the development of an uncertain memory, the direct result of 
the treatment. The treatments are continued approximately one to three 
times weekly until the patient has reached a dependable level of behavior. 
If relapse oceurs after the cessation of treatment, one or more shocks may 
suffice to bring a remission. Commonly if no improvement is noted after 
12 to 15 convulsions, the method is abandoned, or discontinued for a period 
of three to six months before trying again. 

As previously noted in Chapter ILI, electroshock has almost. eompletely 
replaced metrazol convulsion as a method of choice, because of certain 
practical issues. Yet metrazol should be tried in cases which have not 
responded with electroshock. 

Eleetroshoek is customarily carried out in hospital, because of the neces- 
sity for quick action by a trained staff in case of untoward sequels; respira- 
tory failure, fracture, dislocations, epileptie furor states, ete. There never- 
theless has developed a growing use of the method as an office procedure. 
With adequate assistance this is feasible, and outpatient treatment of 
milder depressions not requiring hospitalization as a suicidal precaution 
hag its obvious advantages. 

Wlectroshoek has erroneously been thought of as a substitute for psveho- 
therapy, and it must be admitted it has been used by certain praetitioners 
in a wholly unjustified manner. It can be stated categorically that electro- 
shock succeeds best in an environment where the method is elearly only one 
item in a combined approaeh, to be used when the indications are clear, 
and, when its effects have been achieved, to give way to other efforts in the 
combined attack. Actually, far from being a substitute for psychotherapy, 
electroshock makes patients more open to psychotherapy. 

Eleetroshock has gone a long way to give us a means to shorten the 
length of depressive (and manie) illness—in itself no mean achievement. 
There is no slightest hint that such a painless shortening of the illness 
reduces the insight into the illness or interferes with the development of 
a personal mental hygiene. 

Occupational therapy is of the utmost service in bringing to the patient 
distraction from his preoccupations and a sense of accomplishment. The 
work chosen must be of a degree of simplicity in keeping with his re- 
duced capacity for effort because of the general psychomotor inhibition. 
Choice of too difficult a task only deepens the sense of discouragement 
The patient commonly has to be urged to make the 
effort, to overcome the lack of initiative, but will readily admit to some 
pleasure in the performance, or at least to no inerease in the discomfort 
therefrom, The difficult morning hours are best reserved for the group 
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classes in occupation, when the social pressure assists in overcoming the 
inertia, the afternoons being reserved for more spontaneous activities. 
Care should be taken not to prolong any one activity beyond the point 
where inattention and boredom begin to appear. One hour is generally 
enough time to allot to any one class. 

Errors in construction of the objects should be minimized and work 
well done praised. The task should be graded, improvement to be fol- 
lowed by a more complex task. Encouragement to assume planned 
activity and to follow it through from plan to finished product should 
come when the thinking processes are clear and rapid enough and the 
motor slowing improved. 

Occasionally the thinking processes are so slowed that the patient com- 
plains of confusion on the basis that everything goes so fast that he can- 
not keep up with it all. In such case, a simplification of the program 
by placing the patient in the charge of one nurse, bringing the classwork 
to the patient in his room, and reducing the number of changes in the 
activities of the day will make for greater ease. 

Since the evenings are usually better, often considerable relief may be 
given by orienting the patient toward an expectant attitude to the return 
of the evening. With such expectation in mind, the difficult mornings 
become more endurable. Or, when the variations are from day to day, 
a similar expectancy may work to give the same relief. It is the fixity 
of the condition which is the most disconcerting part of the depression. 
Any transient improvement must be stressed as evidence that some plas- 
ticity remains. Occasionally benzedrine in 5-10 mg. doses in the morning 
will give a lift to the spirits or overcome the feeling of excessive morning 
tiredness, and lack of initiative. The result must be used in the same way 
as is the spontaneous betterment. 

It may sound trite, and the task may appear boresome to the physician, 
but friendly encouragement and the assurance of ultimate improvement 
and recovery, when this is justified by the known facts, are not to be 
denied the patient, even if he asks for them many times daily. Patients 
not infrequently report after recovery that such reassurance was the 
only part of the therapy which seemed to “stick” at the time. Тһе 
assurance need not be simply of a blanket sort. It is much better to 
point to specific data in support of it, although the patient is likely to 
forget the details in his relief at the net import of it all. 

The physiological manifestations of depression demand serious consid- 
eration in treatment. 

Insomnia.—Practically all depressed patients sleep poorly, waking early 
in the morning with depressive preoccupations crowding in on them, and 
the sleep is usually a matter of bitter complaint. The sleep may be im- 
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proved considerably when the day can be filled with vigorous activity. 
This is rarely possible, and resort to sedative drugs is useful. The con- 
traindieations to drug therapy are physiological idiosynerasy, strong 
personal aversion which eannot be overcome by diseussion of the merits 
of the ease, or unreliability of personality favoring addiction. 

Since there are no drugs with a reliable late action, the best results 
are generally attained by use of the barbiturate group. Barbital, which 
acts somewhat more slowly and whose effect lasts a little longer than 
most of the newer sedatives, is the most useful all-round drug. Single 
doses of 0.3 to 0.6 gm. will give good sleep of 5-8 hours, although the 
patient may still complain of not feeling refreshed from the sleep. In 
tension depressions and anxious, agitated depressions reduction of the 
tension with barbital 0.1-0.15 gm. three times daily will favor relaxation 
so that the night dose of the drug may be reduced to 0.15 gm., or may 
be entirely eliminated. The other barbiturates in equivalent doses in 
some cases may be found more useful. A certain amount of experimenta- 
tion is justified. Enteric-coated capsules given at bedtime may prolong 
the sleep. 

From time to time when the sleep has been stable for a week or more 
and the other signs of the depression are lightening (as judged by the 
behavior charts), reduction of the drug should be attempted in such 
fashion that the patient does not know of it. Tf the sleep remains ade- 
quate for a week, the reduced dose may be continued. If the sleep with- ` 
in three or four days becomes worse, the larger dose must be begun again. 
It is a very good method for demonstrating how much of the apparent 
improvement is due to the drug and how much is real and due to the 
lightening of the depression itself. 

When sedative drugs are given for tension and agitation, reduction of 
the dosage may begin with dropping out the dose at the time of day 
when the least need might be expected anyway, usually the late after- 
noon. Then the noon dose, and finally the morning dose may be elimi- 
nated. Of course individual variation must be taken into account, as in 
those patients with reversed diurnal variation of mood and tension. In 
every case discharge from hospital should be delayed until all sedative 
drugs have been stopped and there is no demand or need for them. 

Sedation for tension and agitation may be secured from the use of the 
continuous tub bath or of cold wet packs. 

Food Intake.—The feeding of depressed patients constitutes a major 
od intake is almost always inadequate, with a 
consequent weight loss. This results from a lack of interest in food, 
loss of taste (‘‘things don’t taste right"), or actual repugnance to food. 
The slowing also becomes an important hindrance. One of the marks 
of a good nurse is the ability to get depressed patients to eat. Tt requires 
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great patience, persistence, encouragement, cajoling, and tact. It may 
take an hour for the patient to eat a simple meal which would normally 
be consumed in 20 minutes. 

In depressive stupor, or in some aversion and involutional reactions, 
tube feeding may be necessary." It should be instituted with the first 
signs of acidosis (acetone and diacetic acid in the urine). The feeding 
should have a high-vitamin and high-calorie content, and should be given 
twice daily. The situation is presented as a medical necessity which the 
physieian may not avoid, and always an appeal is made for the patient's 
cooperation. At times he may eleet to eat, or to drink the tube feeding. 

In aversion reactions special care must be taken lest the patient dis- 
pose of the food on the tray by hiding it and slowly go into a pellagroid 
deficiency state. 

High calorie diets with intermediate nourishment are necessary in most 
eases, and vitamin B may be added to advantage. 

Bowel Regulation.—Constipation is the rule in depression, either of the 
atonic or of the spastic type. Treatment will vary accordingly, but in 
general the use of whole cereals, stewed fruits, mineral oil, or agar-agar 
will be sufficient in mild cases. In stubborn cases enemas or more power- 
ful laxatives, as cascara, senna, or salines, may be necessary intermit- 
tently to supplement the usual measures. 

Sex Functions.—The reduced sex functions are commonly not treated 
except by clarification of the situation to the patient and to his sexual 
partner. This may be most important in preventing the development 
of suspieions or of marked inferiority ideas. Ovarian hormone therapy 
may be used for the amenorrhea not infrequently seen in depression, but 
little influence on the depression is to be expected from the treatment. 

Sexual excitability is sometimes seen as a part of a general agitation 
and anxiety with depression. It is to be treated by sedative measures, 
hydrotherapy, and divided doses of barbital (or dialacetine), as well as 
by discussion of the situation and suggestive amelioration. 

Various drugs have been used to influence the depressive affect. The 
effect of benzedrine’ ? has been mentioned. Alcohol is a drug not uncom- 
monly self-administered to help alleviate depressive affect. The dangers 
outweigh the usefulness, and its use should never be countenanced. 

There are many items of concern about which nothing can be done 
during the depressions, or the attempt at correction of which should 
properly wait until the depressive aitect has cleared to the point where 
clear unemotional thinking can be depended upon. For example, it is 
not uncommon for a depressed patient with ideas of unworthiness and 
uselessness to contemplate divorce, change of job, sale of the business, 
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or other major changes in the life situation. It is absolutely necessary 
that eonsideration of sueh ehange shall be delayed until recovery is at 
hand. 

When important preeipitating faetors in the aetual life situation per- 
sist and continuously confront the patient, it may be necessary to deal 
with them as effectively as the circumstances permit. The same holds 
true if the precipitating factors are worries or broodings over memories 
or persistent preoccupations. Every effort must be made to clear the 
atmosphere by ventilation of the material and its reformulation in a more 
useful form. Such, for example, is the reformulation of worry over sex 
misadventures which will credit extenuating factors, yet which does not 
simply whitewash the affair. 

The physician enters on the treatment of depression with the advantage 
of a reasonable reliability in the fact that affective reactions change, with 
а tendency to become stabilized within normal limits. This is not the 
equivalent of saying that depressions always lift if the patient is pro- 
‘ected from suicide and he waits long enough. Treatment is not only 
supportive, but also active in readjusting the situation and modifying the 
personality. Depressive rut formations oceur when unmodifiable faetors 
ol a significant sort for the precipitation of the illness persist to the 
continuous diseomfiture of the patient. The inducement to get well is 
therefore laeking. > 

After recovery, or in the convalescent phase, a recapitulation of the 
illness is attempted. This will probably throw new light on certain fac- 
mized. А personality study stressing the 
1 hygiene of the affective life is made. 
ortunities for confiding diffieul- 
In those cases with 


tors previously ignored or mini 
need and opportunity for a menta 
This eommonly points to a need for opp! 
ties before the affeet reaches explosive proportions. 
hostility or resentment, thorough ventilation should be attempted. 

The personality study must be used with great caution. A study which 
produces only self-depreciatory material is clearly under the influence 
of depressive affective bias, and the attempt should be delayed, both for 
the reason that its continuance will give an untrue picture of the usual 
personality functioning and that it will tend to deepen the depression. 


B. Manic Excitement, Elations 


Treatment of the manic excitements, or elations, requires hospital care, 
except in the mildest forms, in order to avert behavior embarrassing or 
prejudicial to the future welfare: specifically to avoid waste of the 
financial resources, sexual adventuring, and legal шаш ы Тһе 
main difficulty in treatment is to secure the patient’s consent, or even 
that of relatives before the condition has proceeded so far that there is 
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no need of further proof of the desirability of hospitalization. Voluntary 
residence in hospital, especially, suffers from the danger of impulsive 
termination through sheer buoyance of spirits or from resentment at 
therapeutic restriction. 

In the hospital the treatment proceeds along the following lines: 

1. Reduction of the opportunity for excessive stimulation through iso- 
lation and hydrotherapy. 

9. Close observation to avert the possibility of self-harm through the 
sudden change to depression or from the undercurrent of depressive af- 
fect even in overtly elated states. 

3. Symptomatic care of the sleep, feeding, and bowel function, and 
reduction of sexual stimulation. 

4. Special methods such as electroshock or prolonged deep narcosis. 

5. Personality study in the convalescent stages and modification of th: 
situational factors to form a healthy regime and to give less opportunity 
for uninhibited self-expansion or for depression reaction. Decision on 
major change in the way of living should await complete recovery. 

The patient should be isolated in a room in a quiet portion of the hos- 
pital removed from extraneous stimulation of street noises, ete. He 
should be given opportunity for working off his abundant energy in harm- 
less activity, as writing, modelling with clay, drawing. Sometimes just 
tearing old magazines to bits seems to give a certain relief to the exces- 
sive drive. Most patients do not object to isolation if such free play 
is permitted. 

Immediately on entry efforts should be begun to interest the patient 
in occupational tasks, such as basket weaving. Persistence at this will 
bring results, with a concentration of the diffusely expansive activity on 
the task at hand. It serves the same end as the tying down of the diffuse 
overactivity by important topical considerations. The product is likely 
to be slip-shod, and the patient must be encouraged to do a better job, 
with restrained praise for work well done. 


Hydrotherapy, tubs or packs, should be begun on the day of admission. 
They are almost certain to be needed, and increase or decrease in their 
frequency may be mude with less disturbance to the patient than is likely 
to ensue when they are started only some days after admission. Under 
the latter cireumstance, they are very likely to be interpreted as punish- 
ment or disciplinary measures. 

Some patients respond, by quieting, to the opportunity for vigorous 
physical exercise. It should be taken alone with hospital attendants. 
Other patients only become the more stimulated by the experience. 
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It is rarely possible to secure in the manic patient the same effective 
sleep that can be attained in depressed patients. Sedative drugs should 
be given when the general condition demands relaxation and sleep. The 
dosage must be large enough to attain the end desired, and this usually 
means a single large dose: paraldehyde up to 20 с.е. by mouth or 30 c.c. 
by reetum, sodium amytal from 0.4 to 0.8 gm., nembutal to 0.3 gm., or 
barbital 0.5 to 1.0 gm. Divided doses of the barbiturates throughout the 
day have no effect except in the mildest eases and are generally to be 
avoided. In extreme excitements morphine and hyoscine may be neces- 
sary to protect the patient against accidental harm or sheer exhaustion. 

Sexual stimulation is avoided by the isolation, Female nurses on wards 
with male patients commonly are protected against exercising an undue 
stimulation by the uniform. Nevertheless, male nurses or male attend- 
i are necessary to carry out the bulk of the actual treatment proce- 
dures, Homosexual gestures are not uncommon under such eireumstanees 
but are to be ignored when possible, or, if too pressing, may be met with 
a change in attendants. 

Feeding may present great difficulty because of the distractibility, but 
steady insistence will usually bring about an adequate food intake. Tube 
feeding is necessary only in the very acute excitement. Regular bowel 
action may be attained by taking the patient to stool at regular intervals 
and by the use of laxatives. 

It is always recommended that all necessary measures be carefully 
explained to the patient and that his cooperation be secured whenever 
possible. In ease his cooperation is not obtainable for the necessary 
measures, they are to be carried out by adequate help of attendants. A 
manie patient glorying in his strength and power may elect a tussle out 
of sheer ebullience of spirits. Experience shows that this is the most 


likely to occur the nearer his strength is matched by the attendants. 
rity in the attendant staff brings a 


A show of overwhelming superio е 2 j 
humorous or resigned acquiescence, and nothing disturbing results. T e 
ecessity with ample means for its 


advice, therefore, is to back up n 
administration. 

It goes without saying that 
shall be earefully guarded to the end 
—for example, in the expenditure of money, 


certain to prove embarrassing at a later date. Р 
The suicidal risk is a matter difficult to determine. The tendency to 


sudden shifts of mood from elation to transient depression, and the un- 
dereurrent of depressive affect often noted in elated states make close 
observation necessary. This is all the more necessary for the mild pa- 
tients who are not hospitalized and have full liberty of action, The 


families need to know of the danger. 


ts 


‘the contacts with relatives and strangers 
of protecting the patient’s interests 
and the mailing of letters 
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As with depressions, electroshock or metrazol convulsions are to be em- 
ployed by preference for a direct attack on the manie excitement. Ap- 
proximately the same results may be expected as in the treatment of 
depressions. 

Deep continuous narcosis has been used in the treatment of manic 
excitement. It makes for ease in management and is said to cut short 
the attack. Тһе best method is the use of the Cloetta mixture” * admin- 
istered intravenously or rectally. This mixture, the product of Cloetta, 
the pharmacologist, and used by Maier, the psychiatrist of Zurich, has 
the formula: 


Each cubic centimeter contains:— 


Paraldehyde 0.4864 gm. 
Amylen hydrate 0.1593 gm. 
Chloral hydrate 0.1157 gm. 
Alcohol, 92% 0.1747 gm. 
Isopropyl-allyl barbituric acid 0.0409 gm. 
Digalen 0.0330 mgm, 
Ephedrine hydrochloride 2.4600 mgm. 


The patient is kept in continuous narcosis from seven to twelve days, 
and is given 4 per cent glucose or glucose-saline per rectum. Pulse, 
respiration, and temperature are checked carefully at quarter-hour in- 
tervals. Persistent fever not alleviated by fluid administration is indi- 
cation for termination of the treatment at any stage. Pulse, blood pres- 
sure, and respiration remain essentially unchanged, or slightly higher 
than normal. Other drugs may be used for the nareotizing agent but 
when used alone have a depressant action on the cardiorespiratory sys- 
tems and are not as satisfactory as the Cloetta mixture. Gradual termina- 
tion of the administration of the drug to minimize the chance of convul- 
sions is urged, 

It is a procedure of major significance, with certain risks, and should be 
undertaken only with the family permission and with ample nursing care. 

A sample condensed ease protocol is given in Table VI. 

As the patient improves and becomes quieter and as the normal spon- 
taneous activity increases, cautious admission to the society of the hos- 
pital ward is begun, the patient joining in games, listening to music, or 
eating at table. It must be made clear to the patient that he is expected 
to do his best to maintain a suitable decorum, and the fact that the 
opportunity for social relationship depends on his success at this may 
be quietly but effectively brought home to him by a return to isolation 
with a break in it of any magnitude. 
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Personality study made in the convalescent phase generally reveals 
little of tangible value. Often there is recognition of the abnormality, 
but it is difficult to stir up or maintain interest in the study of a condition 
which was so pleasant. It is more easily accomplished when there was 
present in the attack a distinct unpleasant or depressive undertone or 
when the reaction followed on a depression. 


TABLE VI 


Case 7640. Miss М. R., WEIGHT 134 POUNDS; AT 0.15 0.0./ка. — 9.135 с.с. IN 
90 с.с. oF 5 PER CENT GLUCOSE 


TOTAL 
HR. VARIATION IN FLUIDS 
DATE DRUG AMOUNT INAR ||| SLEEP : RETAINED 
(2.02) IN24 | iem] 5 ТЕМРЕК- | (0.0.) 
BES d “Т. | ATURE 
57 8/39 |Sodium amytal| 0.6 gm. and enema, in preparation for sleep treatment 
5/ 9/39 |Oloetta mixture 9 5 86-118 | 102/70; 99.0 
Cloetta mixture 9 714 7 94/60 
Cloetta mixture 9 8% и. 90/58 1000 
16 
5/10/39 |Cloetta mixture 9 10% 90-116 | 102/72 |98.8-99.2 
Cloetta mixture] 9 LEM |21% 92/60 2000 
5/11/39 |Oloetta mixture} 9 8 96-118 
Oloetta mixture} 9 10134 98.6-99.6 
Cloetta mixture] 9 914 |1915 2000 
5/12/39 |Cloetta mixture 9 8, 106/76 
Cloetta mixture| 9 16 22 86-120 98.6-99.6 3200 
5/13/39 |Cloetta mixture 9 23 23 98-112 99.2-100 1100 
5/14/39 |Cloetta mixture 9, wA 108/78 
Cloetta mixture 9 TY 100-116 08.8-09.4 
Cloetta mixture| 9 10 21 3000 
5/15/39 |Cloetta mixture 9 10 96-118 | 96/54 | 99-100 
Cloetta mixture} 9 8% 
Cloetta mixture 9 1015 |23 110/70 1300 
5/16/39 |Cloetta mixture 9 DA 98-118 08.0-100.2 
Cloetta mixture} 9 11% |94 3100 
5/17/39 |Cloetta mixture| 9 11% 
Cloetta mixture 9 11 
Cloetta mixture 9 9 23 96-118 | 104/74 |98.4-100.4] 2800 
5/18/39 |Cloetta mixture| 9 7 
Cloetta mixture} 9 БУЛ 96-120 (08.8-100.4 
Cloetta mixture| 9 вм, |23 1300 
5/19/39 Cloetta mixture 9 11% 111% 96-116 98.8-100 2100 


The study aims at the discovery and control of any factors favoring 
emotional instability. Since most excitements follow on depressions, the 
problem is largely the mental hygiene of depressive tendencies. 

Desensitization to special content of early memories may give relief 
and assistance in recurrent affective states, where such content figures 
heavily as the precipitating factor for, or as the dominant content in, 
each attack. 

After discharge following a first manie attack in a young patient, it 
їз often recommended that he be placed in employment with regular 
hours and a balanced regime of daily living and that this be continued 
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for a year before he is allowed to return to activities with more oppor- 
tunity for freedom of action and self-expansion, for example, to college 
life. 

In Nazi Germany sterilization of manic-depressive patients was com- 
pulsory5 It is an experiment in the control of the spread of the reaction 
through direct attack on the heredity factor. The theory and practice 
were open to serious question, and the results are not known.* 
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CHAPTER VII 
PARA-REACTIONS 


A. PARANOIA AND PARANOID STATES! 


The ultimate aim in the treatment of paranoia and the paranoid states 
is the overthrow of the false delusional system and its replacement by 
ideas acceptable to the patient and to a society composed of those hold- 
ing his confidence. In other words, closed thinking is traded for open 
thinking. 

It is clear that the delusional system fulfills a profound need. To give 
it up will be accomplished only when the need is no longer present or 
when new forces demand its reconsideration. As a matter of fact, spon- 
taneous recovery not rarely oceurs in paranoid states, even in serious 
ones. Especially is this likely to oceur when there is a large element of 
insecurity amounting at times to panic. When the achievement of security 
can be aided, the paranoid features become unnecessary and in favorable 
cireumstances drop out, 

Even in chronie paranoia or paranoid states independent of strong 
affective features, notable fluctuations may occur dependent on the gen- 
eral state of health and efficiency. Active treatment may benefit from 
such spontaneous and accidental variations, and profit may result from 
them through the discovery of therapeutie hints, but, of course, treat- 
ment cannot rest at that. Active treatment is designed to influence the 
patient in a positive fashion to a better formulation of the problem, the 
erroneous solution to which is, in a measure, the illness. 

The first step in treatment is the establishment of a working rapport. 
This begins with listening to the story. Strange as this may seem, the 
physician must school himself to listen carefully and sympathetically, 
with respect for the motives and the logic. Adolf Meyer compares the 
physician’s attitude to such bizarre material with that which any eul- 
tured well-bred person would assume to the recital of an alien religious 
or politieal belief. Conversation then would proceed on a basis of mutual 
respeet and openmindedness. Clearly the onus of maintaining sueh a 
status falls on the physician since the patient has already demonstrated 
his bias. To this end the physician must guard carefully his tongue and 
his gestures. Especially is it imperative that he shall not inject into the 
conversation material from extraneous sources and must use what the 
patient himself gives, ending on a note of inquiry for more fact and less 
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theory. Information from other sources may be used to guide the inquiry, 
but the best use is in warning the physician against intrusion on sensitive 
topics. 

The position of neutrality in regard to the patient’s conclusions and 
convictions must be safeguarded at all costs. At no time shall the physi- 
cian picture himself as a champion of the patient’s cause. Some physicians 
have felt that such a procedure could later be used to bring about the 
overthrow of the patient’s system. Experience shows that such reversals 
do not work. Neutrality is imperative. The only bias safe for the physi- 
cian to show is the bias for openmindedness. This will alienate many 
patients who seek in the physician an advocate. It is best to realize the 
limitations to treatment and to refuse to become involved in any such 
situation, Such patients eventualy find themselves in a position of antag- 
onism to society, and commitment becomes necessary. 

Rapport may be built up by the opportunity to be of service to the 
patient in minor ways apart from the principal issues. Illness or acci- 
dent to the patient or his family, legal tangles, advice concerning letters, 
all offer such opportunity. Help in hospital with such matters as the 
sleep, appetite, the diet, etc., also offer the opportunity for tangible 
demonstration of the interest in the patient’s welfare. 

When the rapport is considered well established, a cautious approach 
may be made to the sensitive material. The aim is to offer, from the 
standpoint of the neutrality previously built up, alternative views based 
on the material offered, not in any argumentative fashion but for open 
eonsideratión. This is the critical point in the treatment and when failure 
occurs at this point it is because either the fixity of the system has been 
underestimated of the strength of the rapport overestimated. The will- 
ingness to-consider alternatives is in direct proportion to the emotional 
rapport. The young physician is too easily deceived into a premature 
leap into this step. If this advance is falsely made, retreat to the neu- 
trality previously carefully built up is well nigh impossible. i 

Many patients will agree that such alternatives are tenable hypotheses 
but insist that they **know" their own solution to be the correct one. 
This *knowing" finally can be shown to be based on a ''feeling"' or 
emotionally determined ideation, and the further treatment consists in 
a distributive analysis of this motivated thinking. 

In patients who have relied on a physician for years to assist them 
over recurring acute difficulties, it may be necessary at times to force 
the issue of facing certain facts, paranoid interpretation of which is prej- 
udicial to the future rapport and the ability to be of assistance. The 
patient often is a shrewd bargainer and is willing to relinquish some 
ideas for the real assistance which can be offered him. 
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If the patient concedes a point, he is to be encouraged for his fairness 
in dealing with the situation, and the insinuation of doubt is continued 
by repeatedly reformulating the known or offered facts in a number of 
ways, less damaging to his sense of importance or his rectitude, ete. The 
aim is to offer him an alternative course of action and explanation, which 
at once will fit the facts and preserve his estimate of himself (or the one 
he would like to maintain). 

When the pathology is clear in its etiology and its mechanisms, the 
formulation of acceptable alternate hypotheses becomes more reliable. 

If the patient shows any interest in these considerations but falters, 
he may be asked if he would be willing to name the recipients of his 
confidence and if he would be willing to place the disposition of the 
material in their hands. They must be further specified as his equals 
with his interests at heart. Such a move may serve to pose the real 
question, namely, the value of the consensus as against the personally 
held opinion; whether the procedure actually is carried out may be 
immaterial. 

The final overthrow of the delusional system depends on a thorough 
cheek of the intimacies of the development, although insight into the 
fundamental motivation may make easy the understanding of projection, 
retrospective falsification, ete. This is the more likely to occur when 
the frustrating factors are apparently external, as in the work situation 
or chance for advancement, ete., and less likely when the factors are 
internal, as when homosexuality, overt or "latent, is at the basis of the 
development. The attitude is generally more plastic to external factors 
as wealth, ambition, ete., than to the issue of homosexuality. 

It must be admitted that ‘‘cure,”’ or overthrow of the delusional sys” 
tem, is very rarely seen in chronic paranoia and paranoid states. Treat- 
ment must be willingly halted at partial cure, or temporary remission, 
with the realization that months or years of respite from the difficulty 
may be gained through the establishment of alternative channels for’ 
satisfying activity which may leave the essential beliefs untouched, but 
circumvented. This method will in many cases make for long periods 
of ease and @onfidence and certainly justifies the old advice to ‘‘let 
sleeping dogs lie." 

It is taught that the paranoie patient constitutes a potential or actual 
menace to society. This is, no doubt, true, but experience shows that 
rapport with a person who has the paranoic’s confidence may easily make 
residence outside hospital in gainful living entirely feasible. Every psy- 
chiatrist of any experience has a number of paranoie or paranoid’ pa- 
tients outside hospital. Crises are likely to lose their significance when 
the situation is related to a calm friend and advisor. 
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When hospitalization becomes necessary, it is because of one of the 
following factors, and the treatment varies accordingly : 

1. Acute crises, with or without hallucinosis, and with panic. The panic 
results from the feeling of the opposition becoming overpowering and 
threatening immediate danger to the patient. In such circumstances the 
patient is usually willing to accept hospitalization as a self-protective 
measure. It is not uncommon to observe a fearful paranoid patient calm 
down immediately in hospital, although he may declare that his enemies 
are at the door or windows of the hospital waiting for him. The purpose 
of the physician and the hospital to give protection may be further un- 
derscored by putting the patient in the charge of a special nurse. (This 
is a wise precaution in any case to avert suicide in a panic.) 

Sedative measures, hydrotherapy, and hypnotic drugs in sufficient quan- 
tity to insure sleep are advised. The physician and nurses must lose no 
opportunity to reassure the patient. 

Subsidence of the panic presents the opportunity for treatment of the 
paranoid state, as before indicated. The patient may refuse further help 
after the panic has gone. It is advisable to point out the need but to 
agree to his terms in order to maintain the rapport established by the 
assistance in the panic, He will most certainly return at a later time 
of crisis or for more fundamental reasons. 

2. Threatened acts of hostility against the environment. In contrast 
to the panic states, the crisis here is one of aggression, with homicidal 
intent or at least potential homicidal danger. This presents a more 
serious emergency since the safety of others as well as of the patient is 
threatened. Voluntary admission is most often not to be obtained, but 
the patient should have the situation outlined to him, with stress laid 
on the dangerous sequels certain to follow on any impulsive activity. 
When this fails to detain him in his plans, commitment becomes necessary. 

The warnings of antisocial threats may be of such casual character as 
to escape the notice of one not previously in the patient’s confidence. 
The physician who has acted as the patient’s confidant and advisor over 
some time is in a position to put a strong case for the entry of a third 
party into the case who will act as a disinterested person in making inquiry. 
Action so deferred may see the acute crisis spontaneously disappear. 

After a period of settling down in hospital, even without any signifi- 
cant change in the fundamental delusions, it may be possible to get the 
patient to place himself on record before important witnesses as willing 
to uphold the peace by, for example, agreeing not to live in a certain 
community. 

Permanent hospitalization is to be considered as the treatment proce- 
dure of choice when there is no spirit of compromise even in minor mat- 
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ters, for reasons of practicality and self-preservation when suicidal and 
homicidal danger is imminent, or when a bizarre and untrustworthy 
element enters. Even in the restricting atmosphere of legal commit- 
ment, treatment does not end. Every effort should be made to employ 
the patient’s talents to distract him from his preoccupations. Trans. 
fer from one ward to another, or from one physician to another will often 
allay rising resentment. The patient should never be denied free access 
to legal aid, even when this means certain defeat in the courts and no 
little trouble to the hospital staff. The position of the hospital as a thera- 
peutic agent may be consolidated by a decision in open court, in spite 
of the brutality of such procedure, 

The treatment of paranoia and paranoid conditions is a most valuable 
experience for the physician, one which tries not only his scientific skill 
but his understanding of universal human nature. For the paranoid re- 
action has its normal counterpart in everyone, and careful reflection on 
the spontaneous or induced controls in the normal will discover helps 
for the more serious reactions. The one principle to follow is to make 
the position one of willingness always to serve from the basis of neutral- 
ity, the only purpose of which is to bring security and ease into a troubled 
situation. This may at times be accomplished through orienting the 
patient to the future and his welfare therein, avoiding the reiterative and 
insistent concern for the past on the simple ground that the “truth” 
cannot be learned about things past, and it is best to let the dead past 
bury the dead. 

“Cure” has rarely been reported in paranoia, but in paranoid states 
recovery is not uncommon, especially in those with strong affective fac- 
tors. Even in paranoia, however, much symptomatic relief is possible, 
making possible a useful life over long years before hospitalization be- 
comes necessary (if indeed, it is ever). 


B. PARERGASIA 


The parergasie reaetion is so eomplex and shows so many different 
features that treatment becomes à highly individual matter. For prae- 
tieal purposes treatment procedure depends on whether the reaction is 
in the active stage or in the chronic statie stage. 

The active stage corresponds to the beginnings of the illness, the early 
months, with delusions, hallucinations, confusion, thinking difficulties, 
affective features, and motor tension states—all giving evidence of an 
aeute personal response to an upheaval of content material. It is the 
stage considered most hopeful for treatment because of the notorious 
tendency of the condition to settle down to a chronie fixed state. 
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The chronic static stage is characterized by a settled attitude toward 
the content, with emotional apathy, emptiness, and reduced capacities 
for useful effort. 

The treatment of the acute or active parergasie reaction begins with 
the development of rapport with the patient, and success in large measure 
depends on that one factor. The challenge is all the more difficult be- 
cause of the autism, the thinking disorder, and the emotional peculiarity. 
Tt has been the experience of all who have worked with the‘veaction to 
see the best efforts thwarted and then to see the patient turn to a com- 
parative stranger and give him that coveted rapport. What can be 
learned from such events? First, that work with the parergasie patient 
must be through that person favored with his confidence, be that person 
the physician, nurse, attendant, member of the family, or friend ; second, 
that every means must be used to discover the factors making for such 
rapport; and third, that when efforts meet with failure, transfer else- 
where must be considered as a potential therapeutic opportunity. 

Rapport may be established by a sympathetic attention to the story 
and an intelligent attempt to understand the difficulty in the bare terms 
of motivations, primitive emotion, frustrations, and other traumas. This 
requires no little patience and skill, for the parergasic patient ’s use of 
highly personal symbolism and his uninhibited emotionalism directed 
often against the physician make the task not unlike deciphering of 
hieroglyphs while surrounded by hostile tribes. Repeated explanation 
and the analysis of neologisms, the delusions and hallucinations, and the 
drawings will finally bring understanding. 

In less complex cases rapport may be gained by a-policy of acting on 
the common-sense interpretation of the obvious factors in the situation 
with little consultation with the patient. This may bring good results, 
perhaps because the patient is thereby spared the difficulty and unpleas- 
antness inherent in a.long confession. 

The purpose of the rapport is to furnish a go-between connecting the 
patient’s autistic life to that of the real world. Clearly autism has its 
compensations, and a break with it back to reality is to be achieved only 
through the suggestive influence of someone who paints reality in more 
attractive colors than it has previously appeared to the patient and as 
more attractive than the autistic life. The patient is led back to attempt 
normal living. He cannot be forced. с 

The hospital atmosphere offers an excellent opportunity for the initial 
steps in the development of rapport, through the examinations, the atten- 
tion to personal care, the observation in hydrotherapy and occupational 
therapy, the minor physical alleviations always possible. When the hos- 
pital is socially organized, the social pressure exerts an influence tending 


PARA-REACTIONS 587 


to draw the patient out of his autism into active participation. The. 
physician, as the directing spirit in the hospital regime, becomes the re- 
cipient of the patient’s reaction toward hospital life: rapport or hostility. 


A potent influence in the treatment of the parergasic patient is occu- 
pational therapy. The task should be one demanding attention and a 
degree of planning so that the distraction from the preoccupation may 
be the more complete. On the other hand, if it is too complex, the patient 
is simply encouraged to daydream the more. Careful supervision, help, 
and encouragement are necessary, and the patient should be urged to 
his best effort; slip-shod work is to be repeated. The patient in planning 
work, e.g., painting or modelling, should be urged to keep to concrete 
material, rather than to allow his imagination to roam unchecked. The 
physician must be alert to the possibility that apparent industry may 
serve as a cloak to a wealth of autistic activity. Routine work favors 
this and should be avoided. Carl Schneider has shown that occupational 
therapy can be effectively used in all varieties of parergasie conditions 
by careful appraisal of the difficulties in each case and fitting the task 
to the patient, with unremitting social pressure. That the regime can 
make for an amelioration of the parergasie condition cannot be doubted. 
Chronie stuporous reactions are practically unknown in hospitals with 
aetive work therapy programs. On the contrary, they thrive in hospitals 
where little attention is paid to the patients and where no internal pres- 
sure exists. 

Therapy seeks a return to better habit organization, whieh means es- 
sentially a closer collaboration with socialized reality. Every effort must 
be made to insure conformance to reasonable personal habits, to bed and 
up at specified hours, meals regularly with attention to the table etiquette, 
care of the teeth, hair, bowels, and bathing. The rapport with physician 
and nurse and the social pressure of ward life will ordinarily make it 
possible to adhere more or less completely to a healthful regimen. 

Of equal importance is the return to normal thinking habits. When 
the patient expresses peculiar material or uses peculiar phraseology, he 
should be asked to translate the content into generally intelligible terms 
and is then given an alternative explanation in the sense of possibility, or in 
some cases with authoritative declaration. Many patients give the im- 
pression of toying with autism or of struggling to escape from it, and 
the weight of the physician’s authority should be thrown in the direction 


of normal thinking. 

The emotional disorders, apathy, paradoxical reaction, or *unmoti- 
vated'? reaction often become more understandable when the content is 
known. Treatment then becomes a matter of analysis of the content and 
its reformulation into more normal terms. Bursts of violence against 


588 TREATMENT 


the environment often will show that certain persons have become incor- 
porated into the content through fusion on the basis of remote similarity, 
projection, or other logically untenable reason, but a reason sufficient 
for emotionally determined thinking. Change of personnel or simply 
calm discussion of the material when the patient has been quieted with 
sedative measures and isolation may change the patient’s conception of 
his environment. 

The content should be searched closely for suicidal, homicidal, auc 
self-mutilation intentions. The risks of suicide and mutilation (especially 
castration) are seen oftenest in those cases with unclear affective fea- 
tures with urge to atonement for sins, especially sexual indiscretion, 
through extension of the literal interpretation of the Biblical injunction 
to pluck out the eye, or eut off the hand if either offends. Homicidal 
risk is present in paranoid states and in consequence of direct command 
of voices. 

Since in the acute stage of the reaction there are usually more or less 
profound disorders of the physiological functioning, attention must be 
paid to them. 

Insomnia.—Poor sleep is the rule, with difficulty in falling asleep and 
sleepless nights from the weight of the preoccupations. Such states may 
prove exceedingly refractory to treatment, and narcosis may be neces- 
sary to induce relaxation and sleep (and the obliteration of the content 
material). There is not the same expectation for the establishment of 
regular good sleep as in the depressive reaction. The use of sedatives 
should be governed by consideration of the general physical status and 
the help likely to accrue from obliteration of the content. Large doses 
of sedatives may be necessary: barbital 0.5-1.0 gm., nembutal 0.3 gm., 

, Sodium amytal 0.4-0.8 gm., paraldehyde 15-20 c.e. (orally), even morphine 
0.015 gm. and hyoseine 0.0006 gm. 

Hydrotherapy—tubs and cold wet packs—are most useful, both as gen- 
eral quieting agents and in inducing sleep. The constant presence of 
nurse or attendant taking the temperature, pulse, and respiration at 
quarter-hour intervals keeps the patient’s attention directed to external 
concrete activity. 

Appetite and Weight.—The appetite is variable, and weight loss may 
be marked. The problem is one for good nursing care. Vitamin B, or 
small doses of insulin before each meal may be used to stimulate the 
appetite. Violent fluctuations of weight are not infrequent, and reduc- 
ing diets may alternate with high ealorie feedings. 

In eatatonie stupors tube feedings may become necessary. Every ef- 
fort should be made to avoid tube feeding in this eondition beeause the 
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act is conducive to an increase in the patient’s passivity. It should be 
started therefore only when acidosis has actually developed and the pa- 
tient resists all feeding effort. The feeding, given one to three times 
daily, should always be offered the patient to drink, and the patient should 
be served a tray regularly in an attempt to avoid the tube feeding. 

Bowel and Bladder Regulation.—The patient should be taken to the 
toilet at regular intervals in the effort to establish regular elimination 
habits, when the spontaneous care is not exercised. Cathartics are used 
as necessary. Enemas are to be avoided in homosexual states with panie 
tendeneies. 

Motility Disorder.—In catatonic reactions with posturing, catalepsy, 
and other signs of passivity, efforts should be made to induce the patient 
to enter into socialized play, demanding motor skill. Stiff catatonic 
patients may be able to play quite well and to enjoy ping-pong or volley 
ball. Such exercise aids also in alleviating the vasomotor disorders, as 
edema and cyanosis of the extremities. Brisk walks with the attendant 
may stimulate interest as well as motor freedom. 

Stupor.—Stupor is a reaction to be averted if at all possible since it 
is the evidence of, and favors the further development of, marked sub- 
mission. Active and vigorous stimulating treatment measures are to be 
employed when stupor clearly is impending. These include brisk walks 
with attendants, stimulating hydrotherapy, as cold needle-point showers 
and Scotch douches, drug stimulation with caffeine citrate, and finally and 
perhaps most effectively with metrazol convulsion therapy. 

The feeding problem of the stupor reaction has been noted, The pa- 
tient in stupor needs careful attention to the eyes, teeth, throat, nails, 
hair, bowels, and bladder. All nursing eare serves a double purpose: to 
provide for physieal needs and to stimulate the patient's interest in 
external aetivity and so to wean liim away from his autism. The par- 
ergasie patient, and especially the stuporous one, should not be isolated, 
except for short periods necessary because of violent outbreaks, after 
which he should then be returned as quickly as feasible to socialized ward 
life, 

As indicated in Chapter III, Part IIT, insulin coma has gained a position 
of preference in the treatment of schizophrenia. The method is said to 
give favorable results in two to five times as great a percentage of cases as 
does the traditional supportive treatment. It appears to give most satis- 
factory results in paranoid states, and is least effective in the simple de- 
teriorating types. It is best given in the early state, preferably within the 
first six months. A sample condensed protocol appears in Fig. 69, page 
546. Some workers insist that 50 comas should be given before terminating 
the treatment, but most workers use the method in a more plastie fashion. 
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At any time in the course of the treatment fayorable trends may develop, 
especially a better rapport with the immediate environment, i.e., the “їп- 
sulin team,” together with a willingness to accept alternative explanation 
of content material. Most often, however, no mechanism is to be noted; 
the patient simply gets better, with content dropping out, increased social 
alertness, affective normality, and improvement in the general physical 
condition, The treatments are continued for some time after the onset of 
favorable symptoms. 

The treatment was widely used before the war, but was quite generally 
dropped during the war because of the dearth of adequately trained per- 
sonnel (and in Great Britain because of the scarcity of insulin and the 
expense involved). It is to be hoped that this situation will soon be 
remedied. 

Not infrequently, cases resistant to insulin treatment alone will improve 
with the addition of electroshock or metrazol convulsions, given either dur- 
ing the coma, or immediately after the termination of coma, or alternately 
with the coma. Various workers employ different procedures, and there 
appear to be no known criteria favoring one over the other. 

Deep prolonged narcosis of the sort described previously for the treat- 
ment of manie excitement may be used to obliterate the reaction. It is 
useful in excited states. 

Intraspinal injection of horse serum to produce а sterile meningitis, or 
other methods for producing fever, as typhoid vaccine injection and ma- 
laria inoculation, have all been used with variable success.” 

Tn all these heroic measures the treatment is entirely empirical. In- 
sulin treatment probably offers the most of all such measures because of 
the greater degree of control it affords. The advantages of metrazol in 
ease of treatment and simplicity of management would seem in part to be 
offset by the fractures resulting from its use, unless special protective 
measures are used, including the use of curare. (See Fig. 70.) 

There. is increasing evidence that insulin and metrazol treatment may 
lead to the production of organic defect states of a Korsakow-like type. 
These may be temporary or chronic. They probably result from minute 
hemorrhages leading to brain destruction. Nevertheless, the resulting clin- 
ical condition may be preferable to the florid schizophrenic state. 

Treatment of the chronic stages and the settled delusional-hallucinatory- 
deteriorative conditions is largely a problem for the hospital for chronic 
disease. A large share of the population of such hospitals is recruited 
from among these cases. Of these, a considerable proportion may be ex- 
pected to settle down to a life of limited usefulness, the number depending 
in large measure directly on the character of the occupational therapy pro- 
gram. Many such patients in the noncompetitive hospital life are capable 
of self-support, whereas outside hospital they would have no economic 
value whatever. 
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A vigorous occupational program with opportunity for play and other 
organized activity should arouse in the patient the feeling of contributing 
to the welfare of his home and community. In such a setting with the 
growth of self-respect through worthwhile effort, the persistent preoceu- 
pations, delusions, and hallucinations may become reduced to the status of 
simple obsessive thoughts deprived of all authority to influence actively 
the performance. 


Various efforts have been made to re-establish stable patients in the 
community through a boarding-out system? and the colony system* based 
on the famous one at Gheel, Belgium. Тһе efforts have been successful 
where they have been given a fair trial, and they deserve expansion. 


In chronic stuporous patients care must be taken to prevent ankylosis 
by passive movements of joints, and the muscles should be massaged daily. 
The patients should be housed in bright airy rooms, and the diet should 
be ample to protect against tuberculosis. 

In paranoid patients every effort should be made to avoid stirring up 
the content. Contacts with home and friends and opportunities for read- 
ing, writing, games, dances, movies, ete., have all been found helpful in 
maintaining the atmosphere of normal living, and the social pressure in 
such a chronic situation is not inconsiderable. 

The results of treatment in parergasia are likely to be disappointing. 
Approximately one-third of such patients of the Phipps Clinie who have 
been followed from 5 to 23 years made a good social recovery, another third 
were improved, and a third were unimproved and resident in chronic 
hospital) After ten years of insulin treatment there is considerably less 
enthusiasm for the method than was displayed in the early years, when the 
bulk of the program of the 1937 American Psychiatrie Association meeting 
was given over to it. Early enthusiasts reported as high as 80 per cent 
eures, More recent statisties show soberer results, from 38-45 per cent. 

Figures are misleading, however, for the group of schizophrenies cer- 
tainly is a most heterogeneous one, and the results depend further on age 
of the patient, length of the illness, variety of onset, importance of pre- 
cipitating factors, type of prepsychotie personality, degree of preserva- 
tion of the affective life and of the intellectual assets, ete. 

In general the best results are to be expected with young patients, ill 
less than a year, with acute onset reactive to actual life situations, with 
marked emotional factors or with confusion, with well-preserved intellec- 
tual assets, and with a stable prepsychotie personality. 

Favorable results from a single intravenous sodium amytal injection have 
been used as an indicator for the probable usefulness of insulin coma. 
Rorschach readings and tests for thinking ability also have been employed 
for the same purpose. 
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Tt has been found most useful in paranoid types, the catatonic type with 
emotional display, and much less so in the hebephrenie and simple deterio- 
rating types. 

The widespread use of the method has not led to any completely stand- 
ardized method, and the therapist will be well advised to use the method 
entirely empirieally, and in eonjunetion with all the other well-tried ap- 
proaches to this most difficult problem. 

In Nazi Germany there was compulsory sterilization of parergasie pa- 
tients. The hope was for an eventual reduction in the incidence of the 
reaction through direct action against the heredity factor. The results of 
the program are not known. 

A recent development bids fair to force a revamping of many theoretical 
concepts and treatment methods in schizophrenia. In 1947, Rosen’ re- 
ported unprecedented success with an ‘‘aetive psyehoanalytie"" treatment 
(so-called by Paul Federn). In 44 successive cases, there has not been a 
single failure. The success has been achieved in early and chronic cases, 
and the results have been verified by competent colleagues. 

Rogen postulates that all schizophrenia results from the recognition by 
the infant through a ‘‘telepathic’’ process of the mother’s unconscious 
inability to love him. This bold, simple theory can hardly be debated even 
now, since there is no sure way to verify or deny it. At least, schizophrenics 
often feel that the mother does not love them. 

Rosen works by offering the patient affection and sympathetic support 
to the point of satiation, and, when he feels secure with the patient and 
in his tentative view of the dynamics, by entering actively into the patient’s 
psychotic system. The patient reacts by abandoning the psychotic system, 
after which treatment reduces to standard psychoanalytic dimensions. 

The results, startling and never before achieved, are not yet to be judged 
by the theory, but by the practice employed and by the character of the 
therapist. Future work of a similar sort will be eagerly awaited. 

Active psychotherapy finds its greatest use in a situation where rap- 
port has been established, and where the assets are sufficiently intact 
to warrant the effort to build up a healthy mental hygiene. The prob- 
lems faced by the parergasic patient are essentially those of the develop- 
ment of a maturity of outlook and a harmonious blending of instinct, 
affect, and thinking concerning sex, religion, ethics and philosophy, am- 
bition and its realization, and the giye and take of social intercourse. 
What then constitutes a hygienic attitude and practice in regard to 
these issues? Environmental adjustment of the load of responsibility 
and of the opportunity for self-development, the nurturing of a spirit 
of openmindedness which will dispose of set ‘‘either-or’’ attitudes and 
bias formation, the actual work with concrete affairs to bring balance 
into the imaginative life, the adjustment of desire to the capabilities 
without closing the door to future development—these are some of the 
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aims of a proper hygiene for the parergasie patient. Jealousies, pre- 
mature sex arousals and exploration, the problem of great discrepancy 
in physical growth and mental and social development, asocial shut-in 
tendencies need attention with whatever means are at hand to which the 
patient can subscribe, or at least whose operation will not endanger his 
future welfare. As previously noted, the parergasie patient often may 
remain at home for long years with a modicum of useful living through 
the effort of the family’s understanding. Preventive effort should go to 
develop an understanding of the difficulties inherent in the schizoid, 
shut-in personality, and in all adolescent struggle, in the hope of main- 
taining rapport in the home where it probably would be most effective 
in maintaining personal harmony and equilibrium. 


References 
1. Meyer, A.: Treatment of Paranoic and Paranoid States—in White-Jelliffe: Mod- 
ern Treatment of Nervous and Mental Diseases, Vol. 1, p. 614, 1913. 
2, Terry, G. C.: Fever and Psychoses. A Study of the Literature and Current Opinion 
on the Effects of Fever on Certain Psychoses and Epilepsy, New York, 1939, 
Paul B. Hoeber. 
3. Pollock, H. M.: Family-Care System of Scotland, Ment. Hyg. 20: 414, 1936. 
See also: Dewitt, H. B.: Family Care as the Focus for Social Case-Work in a 
State Mental Hospital, Ment. Hyg. 28: 602, 1944. 
Stuber, K., and Dewitt, H. B.: Family Care Placement of State Hospital as a 
Method of Edueational Therapy, Psychiatric Quart. 16: 144, 1942. 
4, Kilgour, A. J.: Colony Gheel, Am. J. Psychiat. 92: 959, 1936. 
5. Terry, G. C., and Rennie, T. A. C.: Analysis of Parergasia, Nervous and Mental 


Diseases Monographs, N. Y., 1938. 

6. Gütt, A., Rüdin, E., and Ruttke, F.: Gesetz zur Verhütung erbkranken Nachwuchses, 
usw., Münehen, 1934, Lehmanns Verlag. 

7. Rosen, J. N.: Treatment of Schizophrenic Psychosis by Direct Analytic Therapy, 
Psychiatric Quart. 21: 3-37, 117-119, 1947. 


CHAPTER УШ 
DYSERGASIC REACTIONS 


Treatment of the dysergasic reaction is essentially supportive and 
protective while resolution of the basic toxic-infectious-traumatic-meta- 
bolic disorder is taking place. 

The dysergasie reaction as a behavioristie disorder brings diffieulties 
of its own regardless of the underlying basis for the reaction, and these 
difficulties demand treatment. The first point in treatment is the pro- 
teetion of the patient against suieide or self-harm, likely to result from 
the confusion, poor grasp, and disorientation. For example, the patient 
may step out of the window thinking it the door to the corridor. Self- 
harm under such circumstances is accidental. It may result also from 
the efforts to escape the fearful projections, with blind panic. Or he 
may fall because of ataxia or weakness, and suffer injury. This situation 
is met by stabilization and simplification of the environment through 
isolation, to reduce the opportunity for misinterpretation and delusion 
formation, and by special nursing, to give the patient that sense of con- 
stant protection which will offset the fearful content. A good nurse 
with a quiet, reassuring but positive manner can generally bring ease 
into the situation, and will be able to accomplish the necessary procedures 
with the least antagonism, suspicion, and fear on the part of the patient. 

Relaxation and elimination of toxie agents may be promoted by hydro- 
therapy, the excretion through the skin being not inconsiderable. There 
should be no mechanical restraint whatever, since this will only increase 
the patient’s alarm. Where the patient is jeopardizing his own welfare 
through excited overactivity and cannot be reassured and cannot accept 
hydrotherapy, resort to chemical sedation becomes necessary. This is to 
be avoided wherever possible, for a brain already in a toxie state may 
reaet in a paradoxieal manner to sedative drugs, and the delirium be 
thereby inereased. A single large dose of a relatively harmless drug is 
preferred to continued use of smaller doses. Of course, the drug chosen 
must not be the same (nor of the same sort) as that which is responsible 
for the delirium. Bromides, therefore, are not prescribed for the uncon- 
trollable restlessness of bromide delirium. When one dose is ineffective, 
it is unwise to repeat that drug, for its further use will only bring an 
inerease in the toxic reaction. { 

In addition to isolation from noises and the daily activity of ward life, 
the patient should be protected from dim lights which favor shadows 
and visual misinterpretation. The lights in the room should be on full, 
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or completely off, with only a low foot light to aid the nurses. Pro- 
cedures such as arrangement of drips, intravenous administration of 
fluids, ete., should be performed in full light. 

The nurse should lose no opportunity to assist in the orientation of 
the patient by pointing out the place, time, and person on request, or 
when the patient is uncertain of the orientation or obviously disoriented. 
Especially after nightfall does this become necessary. 

Simple occupational tasks tend to narrow the field of the patient's 
interest and so reduce the distractibility and confusion. 

Since delirium is commonly a short-lived affair, treatment is of the 
emergency sort, with a quick termination in prospect. No pains therefore 
are to be spared to assist in the support and protection of the patient 
during this time. 

In the meanwhile resolution of the basic difficulty proceeds. This 
depends on the factors at work and the details in some of the principal 
types follow. 

Alcoholic Delirium.—The immediate need is for the elimination of 
aleohol as a further source for intoxication. The question has always 
been raised whether to stop alcohol abruptly, or to ‘‘taper off” with it. 
Aleoholies often beg for the latter, and the practice is a concession to 
this demand. There is no other valid reason for the procedure. It is 
true that delirium may appear worse after suddenly stopping alcohol 
administration, but on the whole the process is shorter. The procedure 
therefore is to stop all alcohol immediately. This is an important point 
from the psychologieal standpoint sinee it orients clearly the stand 
against the use of aleohol. If the patient cannot find a firm stand even 
in his physieian, where is he then likely to get help in stiffening his 
resolve? 

The patient with alcoholic delirium needs hospital care, and when he 
will not accept it voluntarily or is in no position to understand the need, 
then commitment should be promptly arranged. The mortality risk in 
delirium tremens is not ineonsiderable, and personal bias should never 
be allowed to prevent the securing of adequate care. 

The further need is for bowel elimination and gastric lavage to dispose 
of the inflammatory products and unabsorbed alcohol, bland food in- 
cluding vitamins and fluids, and sleep. Sleep may be obtained by 
paraldehyde in doses of 15-20 c.c. by mouth and up to 30 c.c. by rectum. 
A liquid diet high in calories and in vitamin B is given by tube if neces- 
sary (the standard tube feeding previously noted). Alkalis by mouth 
reduce the acidosis. Prolonged tubs to promote elimination and quiet 
are useful. Rapid digitalization is a wise precaution in elderly and 
very toxic patients to prevent toxic cardiac collapse. 
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Spinal fluid drainage"? has been recommended to reduce the brain 
edema. Intravenous hypertonie glucose solutions may be used for the 
same purpose. Piker? recommends that the patient be given all the 
fluids he desires, but he sees no great advantage either in the restrietion 
or foreing of fluids. Insulin given in doses under that necessary to pro- 
duce coma combined with carbohydrate several times daily has been 
claimed to be a valuable aid.? 

Bromide Intoxication.—The treatment is the elimination of bromide 
medication and the replacement of blood bromide by chloride through 
the oral administration of sodium chloride, 10 gm. daily. This may be 
given orally in capsules or chocolate coated pills, subcutaneously, or in- 
travenously. Oral administration is as effective as intravenous. The 
bromide level in the blood falls daily by approximately 25 mg. per cent 
in the higher levels, and when about 150 mg. per cent has been reached 
by about 15 mg. per day. The sodium chloride should be continued until 
the blood bromide level has reached zero. Calamine lotion for the itch- 
ing rash, and warm salt solution compresses to larger furuncles are 
useful. (See Fig. 57, Part II.) 

Barbiturate Intoxication.—The drug is discontinued and fluids are 
forced to 3,000 e.c. or more daily. Calamine lotion is useful for relief of 
the itehing rash. 

Traumatic Delirium.—Rest and quiet are important and when not ob- 
tainable otherwise ean be secured by barbiturate and paraldehyde, 
chloral hydrate, and other suitable sedatives. 

Delirium of Acute Infection—In pneumonia, oxygen inhalation re- 
lieves the delirium. When the delirium is due to fever, icecaps to the 
head or antipyretie drugs, aspirin and pyramidon, help. In some types 
(typhoid fever) hydrotherapy is useful. 

Delirium of Metabolic Disorder.—In delirium of uremia, little can be 
done except the inadequate measures to promote elimination of blood 
nonprotein nitrogen. In the dysergasie reaetion of hypoglycemia, glu- 
cose given orally or intravenously is specific. Specific treatment in per- 
nicious anemia brings clearing of the rare delirium in that disease. 
Hydrotherapy is a valuable sedative aid in toxie goiter. Digitalization 
of the heart in the delirium of cardiac decompensation is specific, al- 
though the alteration in the flow of body fluids through the change in 
cardiac efficiency may at first provoke delirium or cause its temporary 
increase. 

In types of the dysergasie reaction other than delirium, the serious- 
ness of the situation may escape notice. For example, in chronic alco- 
holie hallueinosis, the patient may float at large in the -community tor- 
mented by his delusions and hallucinations but escaping proper treat- 
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ment through the fact that he is oriented. There result panic and 
flight, at times suicidal or homicidal impulses, and at best poor general 
hygiene. Such patients should always be hospitalized, by commitment 
if necessary. 

In postoperative states drugs, absorption products from the wound, 
infection, fever, and arteriosclerosis often combine to produce a mild 
delirious confusional state. Most often this results from overgenerosity 
in prescribing analgesic medication. Especially is this hazardous in 
elderly individuals, with arteriosclerosis, and in the presence of fever 
and infection (all of which tend to reduce the blood cerebrospinal fluid 
barrier and so favor an unusual concentration of the drug in the cerebro- 
spinal fluid). 

It is well to remember that the activity of infectious processes often 
may be as surely determined by the mental status as by the thermometer 
reading, sedimentation rate, or white blood cell count. When the latter 
features are equivocal, but the behavior is clearly of the dysergasie sort, 
vigorous efforts to treat the underlying causes should not be relaxed. 

Careful cheek of the sensorium and intellectual assets should be made 
at frequent intervals in order to gauge the progress of the illness under 
treatment, and especially for the discovery of anergasic residues. 

The presence of important content material, especially of paranoid 
misinterpretations, hallucinations, and delusions, in long standing dyser- 
gasie states should be carefully treated as in other paranoid states in 
order to prevent their further systematization. The deficient grasp 
offers a special point in treatment, usually working to the patient’s 
ultimate advantage, since it commonly favors a rapport in which the 
physician’s and nurse’s authority may be used to the fullest to reassure 
the patient. 
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CHAPTER IX 
ORGANIC DEFICIT STATES 


Treatment in 1ле organic deficit states resolves itself into: 

1. Treatment of the etiological agent, where possible, since restitution 
of function to more or less degree is possible in some conditions through 
the arrest of the process (as in general paresis). 

2. Protection of the patient against squandering of the tangible assets 
and against socially embarrassing behavior or accidental self-harm. 

3. Bringing compensatory assets and mechanisms into play. 

4. General supportive hygienic measures. 

Treatment of the etiological factor for the most part is impossible (as 
in cerebral arteriosclerosis), or of little avail since the damage has been 
done (as in alcoholic Korsakow psychosis). In general paresis, however, 
a different situation exists, since treatment brings recovery in about 
one-third of the patients and improvement to another third. As already 
noted in Part II, this points to a need for better eriteria for the dif- 
ferentiation of deficit and support disorders, or of nonreeoverable and 
recoverable deficit states. 

The malaria treatment of general paresis introduced by Wagner- 
Jauregg, of Vienna, has been for years the method of choice, combined with 
other standard antisyphilitie procedures. The patient is inoculated with 
blood infested with tertian or quartan malaria parasites. Within from a 
few days up to two weeks he begins to show the classical symptoms of ma- 
laria. He is permitted to have 10 to 15 chills, with fever from 102° up to 
106°, and the treatment is terminated by massive doses of quinine. Dur- 
ing the fever the patient is likely to show delirium. After the treatment 
is terminated, there sets in a more or less rapid restoration of the mental 
functions, with disappearance of tremors, ataxia, and dysarthria, and 
with favorable changes in the Wassermann reaction, and the protein 
and colloidal mastic reactions of the cerebrospinal fluid. In the most 
favorable cases there is global amelioration of all symptoms. In less 
favorable cases certain symptoms remain refractory to the treatment. 
Clinically, fixed positive serological reactions are of less import than 
abnormal behavior. 

While the treatment is described as specific for general paresis, actually 
it has its greatest usefulness in cases of cerebrospinal syphilis of a degree 
hardly justifying the diagnosis of general paresis, but in which the 
expectation is for the full-fledged paretic syndrome to develop unless 
averted by treatment. In fully developed cases, the treatment is likely 
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to leave untouched certain deficits as residuals. Such isolated deficits 
suggest a source for the study of focal brain lesions and their sequels.* 

Evidently the principal effect of the malaria treatment is from the 
fever so produced. Electropyrexia is also used for the purpose and may 
be advised in cases resistant to malaria, or who are not physically able 
to endure malaria»? Intravenous inoculation with killed typhoid bacilli 
in sufficient quantity to produce fever erises may also be used. 

As a result of a recent cooperative research undertaking, Moore? states 
that the **wisest and safest" method of treatment for paresis is the com- 
bined use of malaria and penicillin. He feels that this method, which can 
be completed in about five weeks, will probably produce a percentage of 
cures as high or higher than malaria plus chemotherapy. Should this be 
the ease, there would be effected a substantial saving in time and money. 
The treatment does not affect the symptoms of a destructive lesion, e.g., 
Argyll Robertson pupils, absent reflexes, but brings significant improve- 
ment in the cerebrospinal fluid findings, the speech, in the muscular in- 
éoordination and tremors, and in the mental picture. 

In the alcoholic Korsakow psychosis the patient is deprived of all 
alcohol and is placed on a diet with ample carbohydrates and fortified 
with the antineuritic fraction of vitamin B. The patient should be kept 
at rest when the neuritic features are severe. Considerable restitution 
of function may occur with such treatment, There is evidence that the 
antineuritie vitamin may afford protection against the occurrence of the 
Korsakow psychosis in alcoholic patients. The most effective means for 
reducing the number of such cases lies in the regulation of the use of 
heavy alcoholic beverages, supported and demanded by the publie con- 
science, That the effort has repeatedly failed in whole or in part testi- 
fies only to the intricacies of the problem, and the conflicting forces at 
work in any effort at statutory regulation. 

There seems little or nothing of a specific nature to accomplish in 
treatment of the factors in old age diseases. 

Huntington’s chorea results from the simple dominant transmission of 
a hereditary factor. Effective treatment would consist simply in the 
sterilization of all patients or latent sufferers. Since the disease becomes 
manifest usually only late in the childbearing period, to be effective 
sterilization would have to be applied to all children of known victims 
of the disease before sexual maturity sets in. 

In every ease of organic deficit the patient and his immediate environ- 
ment (relatives, friends) must be protected against the performance of 
acts showing poor judgment, likely to result in waste of the tangible 
assets, or embarrassing behavior as uninhibited sexual aggressions, or 


*For details of the treatment see: J. E. Moore: The modern treatment of syphilis. 
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ill-advised divorce or disinheritance through the operation of resent- 
ments to actual delusions in a setting of poor memory and judgment. 
When there is no doubt about the imminence or actuality of such per- 
formances, a legal guardianship should be sought for the conservation 
of the patient’s reputation and assets. As noted in the case W.K. in 
Part II, the operation of a guardianship may work a hardship on the 
sensitivities of a patient, and the physician should use his influence to 
explain to the patient the necessities, stressing the relief of the patient 
from heavy responsibilities, and to mitigate the brutalities of legal 
procedures. 

The greatest difficulties arise in those cases with uneven deterioration, 
where lack of control of the sexual instinct, for example, precedes the 
loss of memory and judgment of any great severity. The distinct char- 
acter change and the accompanying signs of physical disease should 
suffice for the legal requirements in the case. 

Commitment to hospital for more or less permanent care becomes 
necessary in case of (1) undue hazards to the safety and health through 
poor judgment, and especially from transient delirious episodes and 
wandering away; (2) paranoid developments against those caring for 
the patient, neighbors or others; (3) depression or excitement and their 
complications; (4) serious habit deterioration; (5) serious physical ill- 
ness placing an undue burden on home care. 

In those cases of diffuse old age processes where the reaction clinically 
is a simple intensification of the normal old age process, much help for 
an otherwise distressing situation may be had in the use of compensating 
assets, especially in the return to the interests of childhood, adolescence, 
and early adult life. The preparation for old age should begin in child- 
hood with the development of deep lasting interests, the return to which 
will be inevitable and satisfying in that period of life when the gruelling 
strain of competitive living is at last past. That old person is fortunate 
who feels the urge to return to the sensuous pleasures of his youth: in 
natural phenomena all about him, in books, walks, childhood games, ete. 
Even in serious deterioration these simple interests may furnish occu- 
pational interest sufficient to the patient’s needs. ? 

In cases of agnosia, aphasia, and apraxia (focal disorders) there is 
generally considerable spontaneous restitution of function when the 
lesion is a vascular one; even after operation with excision of cerebral 
tissue, some restitution may occur. In progressive diseases less may be 
hoped for, but fluctuations occur. Training may be of great help in 
cases with focal disorder. For example, in mixed amnestie motor 
aphasia, the speech may be much improved by visualizing the words to 
be used; the understanding of reading by reading aloud for some while; 
and understanding of long words by the use of accent marks. Likewise 
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slow deliberate speech may aid in the expression, and slowness of speech 
of the observer may assist understanding. There is great need for in- 
vestigation into the interworking of the various sensory motor spheres 
(visuomotor, auditory motor, tactile motor) and of the compensatory 
activity of the healthy but previously subordinate hemisphere.* 

General supportive measures are needed, especially for the nutrition, 
the cardiovascular and respiratory systems, and the bladder and bowel. 

Cajoling, avoidance of argument, and flattering little attentions will 
often make the care of the aged relatively easy, at least for much of the 
time. Many old people are in hospitals today only because the children 
do not wish to be inconvenienced. But urban life does make for greater 
difficulty than rural life for custodial care, because of the restrictions, 
the inereased dangers from accident, the more complex life. Within 
limits of reasonably socially integrated behavior standards, the presence 
of elderly grandparents in the home is a salutary experience for chil- 
dren—to teach filial duty and family responsibility in an age rapidly 
deserting these ideals for more egocentric ones. What better way to 
impress the young with the time-bound character of the human experi- 
ment of nature? 
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CHAPTER X 


TREATMENT OF CONVULSIVE DISORDERS 
(THE EPILEPSIES) 


A. Jacksonian attacks, and attacks with definitely localized onset, as 
established by clinical neurological signs and by electroencephalography, 
are best treated by surgical intervention. The common causes are ar- 
terial, venous, or arteriovenous aneurysms, angiomas and other tumors, 
especially dural endotheliema, and scarring from birth trauma and in- 
fection. Clean excision of the pathological tissue brings relief from the 
convulsive disorder, but subsequent scarring may cause a recurrence. 

Symptomatic relief may be obtained with phenobarbital and with 
bromides; they are to be given pending operation and in the cases of 
inoperable tumors, aneurysms, and angiomas. 

B. Generalized manifestations of idiopathic epilepsy are best treated 
by (1) specifie medication to reduce or avert the attacks, (2) good 
hygiene, and (3) personality and situational adjustment. 

The four drugs now most employed in the treatment of the convulsive 
state are (1) phenobarbital, (2) dilantin sodium, (3) tridione, and (4) 
sodium or potassium bromide, or triple bromide. 

Phenobarbital, a general sedative, is effective for grand mal seizures, in 
doses of 0.03 gm. (15 grain) to 0.1 gm. (115 grains) three or four times 
daily. It is relatively ineffective for petit mal and psychomotor seizures. 
Its effect is short lived and failure to take the medication at regular inter- 
vals may lead to a shower of seizures, the ‘‘status epileptieus." The dosage 
and time of administration depend on the frequency of the attacks, their 
severity, and the spacing of their occurrence. Hr instanee, when the 
attacks are exclusively nocturnal, 0.1 gm. of luminal may be given 
nightly one-half hour before retiring. If the attacks are always after 
rising and just before breakfast, the medication may be left on a bedside 
table and taken immediately on waking. In this case the patient 
should remain in bed for a half-hour before rising. When the attacks 
come only or mainly at the menses, the medication should be concen- 
trated for a period beginning three to five days before and continuing 
for three to five days after the menses. When the attacks are both 
diurnal and nocturnal and of no regular spacing, the medication is best 
given regularly three or four times daily. The usual single dosage is 
0.06 gm. (1 grain). 
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Other barbiturate preparations may be used, but in general they are 
inferior to phenobarbital. 


Dilantin sodium; the American trade name of phenytoin sodium, is effec- 
tive for grand mal and psychomotor seizures, but often makes petit mal 
seizures worse. It comes in red-banded capsules of 1% grains (0.1 gm.) 
and pink-banded capsules of % grain. The usual dosage for adults is 0.1 
gm. three to four times daily. It may be combined with phenobarbital, or 
with tridione. It has no sedative effect. Тохіе reactions most noted are 
incoordination of the muscular movements, a fine generalized body rash, 
and swelling and proliferation of the gums. Less frequently, excess growth 
of hair, fatigue, weight loss occur. These reactions demand at least tem- 
porary discontinuance of the drug. Cautious retrial may be made, Bleed- 
ing into the skin is a serious toxie symptom which demands permanent dis- 
continuance of the drug. 

Tridione, the American trade name for 3,5,S-trimethyloxazolidine 2,4- 
dione, recently introduced, is finding a considerable measure of acceptance 
in the treatment of the petit mal syndrome: transient attacks of uncon- 
sciousness, transient muscular jerkings of the extremities or trunk without 
loss of consciousness, and sudden limpness with falling, It comes in cap- 
sules of 0.3 gm. The dosage customarily begins with 2 to 6 capsules daily. 
It may be eombined with phenobarbital, or with dilantin sodium, or with 
both. 

The most striking toxic effect is the “аге phenomenon" in whieh ob- 
jects appear unduly bright. Other effects are a body rash, drowsiness, 
fatigue, stomach upsets. These demand temporary discontinuance of the 
drug. 

With these three drugs, each acting preferentially on one or more types 
of the illness, better prescription for the seizure as determined clinically 
and by electroencephalogram is possible. Treatment may modify the elee- 
troencephalogram materially, as well as the clinical picture. If no seizures 
are noted in two to three years, it is safe to attempt cautious withdrawal 
of the medication. This may be followed by their recurrence, demanding 
a resumption of treatment, and justifying the assumption of a symptomatic 
cure only; or it may be followed by no recurrence in the symptoms, when 
one may speak of а cure. According to Lennox’ this latter outcome is all 
the more likely if the brain waves are much improved under treatment. 

Sodium or potassium bromide, or triple bromides. 

Because of the transient effect of phenobarbital, and especially if the 
patient cannot be relied on to follow instructions implicitly (as in many f 
cases of deterioration), sodium or potassium bromide or triple bromide is 
prescribed solely or in conjunction with phenobarbital. The initial dosage 
is small (0.5 gm. t.i.d.) to test for bromide idiosynerasy (as rash), and, in 
the absence of untoward reactions, is pushed rapidly so that at the end of 
two weeks the patient is receiving from 2 to 3 gm. daily. At this time the 
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blood bromide approaches 150 mg. per cent. In the meanwhile the pheno- 
barbital which has been heavily used at first is reduced (e.g., from 0.06-0.1 
gm. to 0.05-0.06 gm. t.id.). The bromide level is commonly raised to about 
175 mg. per cent to 250 mg. per cent, and the level is kept as constant as 
possible by stabilization of the bromide intake and the chloride in the food 
(avoid heavy salting of foods!). The blood is checked for its bromide 
content: at first at the end of two weeks, then after four weeks, then 
every six weeks until stabilization is reached and the patient has proved 
himself reliable in the treatment. Then the determination may be made 
only every three months. 

The determination is made by use of a quick colorimetric method de- 
seribed by Wuth. It depends on the produetion of a yellowish brown 
eolor by the interaetion of bromides and gold ehloride in a solution 
acidified by trichloracetie acid.* The test may be performed on 1 e.c. 
of blood. 

Bromide acne may be treated, if not severe, by the administration of 
Fowler's solution, three drops 3 times daily for one week, and repeat- 
ing after a rest of a week. Watch, however, for symptoms of arsenic 
poisoning in cases in which Fowler’s solution has been taken carelessly. 
In severe cases the bromide must be eliminated from the therapy. 

Potassium borotartrate has long been used by the French for grand 
mal. The dosage is 1-2 gm. three times daily and may be used as a sub- 
stitute for sodium bromide in those reacting unfavorably to the latter drug. 
Its action is uncertain but at times effective. 

It is important in beginning the treatment of an epileptic condition 
to use enough drugs at the outset to eliminate the attacks, This inspires 
confidence in the patient and gives him the courage to continue the treat- 
ment. If toxic features supervene, the dosage then is reduced. 

For the occasional bouts of status epilepticus, sodium luminal 0.2 gm. or 
tridione 1.0 gm. intravenously or subcutaneously is to be given, or in es- 
tremis paraldehyde or avertin by rectum to produce narcosis. This can 
be a most serious affair demanding the full supportive resources of a hos- 
pital to combat exhaustion, dehydration, and pneumonia. 

The hygiene includes: 

1. Reduction of fluid intake to 1,500 c.c. or less daily. 


2, Aleohol is never to be used, coffee and tea in moderation, and 
tobacco only sparingly. 

3. Care of the bowels, with daily elimination assured by use of stewed 
fruits, coarse cereals, and mineral oil or milk of magnesia. 

4. The diet should be plain, and diffieultly digested foods are to be 
avoided. 


*The standardized test material including permanent colorimetric standards may be 
obtained from the La Motte Chemical Company, Baltimore, Md. 
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Environmental difficulties should be smoothed so far as possible to 
reduce the opportunity for emotional clash. The family must know of 
the patient's explosive temper, and he himself must be urged to try to 
keep it under control. Emotional and instinetive excesses of all sorts 
are to be avoided. Oceupation is difficult to arrange, but that it may 
at times alleviate attacks cannot be doubted. Most large city school sys- 
tems provide home teaching for children who continue to have convulsions 
despite treatment. Teachers of epileptics must be aware of the slowness of 
the thinking processes and- give the patients ample time for the tasks. 


It is very important that the epileptic patient be early impressed with 
a sense of responsibility for his own treatment. This may be accom- 
plished by careful explanation of the program outlined above and by 
asking him to report at regular intervals for check-up, whether or not 
he has had any attacks since the last one. He is urged to make the 
treatment a matter of routine as quickly as possible and then to carry 
on his normal life to whatever degree is possible. Most state laws for- 
bid the driving of ears by epilepties. This should be presented by the 
physician аѕ а life-saving measure, rather than as a prohibition. Epi- 
lepties should not bear children and should marry therefore only with 
the eondition and this reservation fully known to the partner. The possi- 
bility of having normal children is increased if one partner has a normal 
eleetroeneephalogram, and if his family history is clear of clinical epilepsy. 
In Nazi Germany sterilization of the idiopathic epileptie was compulsory. 

In deteriorated states and in epileptic equivalent states dangerous to 
the patient and to others (with suicidal and homicidal impulses), eom- 


‚„ mitment to epileptic colony is necessary. А patient in a well-run colony 


with adequate occupational opportunity is likely to have less frequent 
attacks than when he lives in a crowded city dwelling with only time 
on his hands. 


The treatment of idiopathic epilepsy is likely to be considered a hopeless 
task. This is certainly the most pessimistic view and not justified from 
the facts. Much improvement may be expected in most cases, and occa- 
sionally a complete cessation of the attacks under treatment can be 
achieved. It should be no greater task for such a patient to live with his 
daily ration of phenobarbital than for the diabetic with his insulin. The 
main ‘issue is the adjustment to a chronic disease where ‘‘cure’’ cannot be 
measured in time and effort. For the physician who is alert to the small 
things—the relation of attacks to time of day, diet, menstrual periods, 
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bowel control, worry, excitement, resentments, ete.—a considerable success 
in the treatment will accrue. If the patient has been without attacks for 
three years or longer, trial discontinuance of the treatment regime may be 
slowly permitted. 

The return to normal record in the electroencephalogram offers addi- 
tional optimism of the possibility of cure. 
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CHAPTER XI 
MENTAL HYGIENE 


The psychobiology and psychiatry of Adolf Meyer has always been 
strongly oriented in a social sense, with a constant need for determining 
the opportunities and the respohsibilities of the person to society and 
of society to the person. If throughout the previous chapters the em- 
phasis has apparently been laid on the personal reactions and their ad- 
justment, this results only from the social structure in which patient 
ind physician traditionally assume the important roles in the treatment 
situation. Not less important is society’s stake in the situation, and 
especially is this the ease in the development of a sense for the mental 
hygiene of the group. 

The term ‘‘mental hygiene’’ is in some danger of undeserved op- 
probrium beeause of the laxity in the usage resulting in a looseness of 
concept, and because it has suffered from an intemperately enthusiastic 
~ campaign. Mental hygiene has two meanings: 

‚ A personal sort, essentially a way of living which the study of any 
case (either normal or abnormal) suggests as the best opportunity to 
achieve satisfaction and harmony. The previous chapters have indicated 
some of the points emerging out of the study of some of the principal 
reaction types, which may become important building blocks of a better 
way of living. 

2. The understanding of and action on those problems of mental health 
which the collective society must assume since their implications pass 
beyond the bounds of personal responsibility. 

To name only a few such problems: respect for the opinions of others, 
yet with the maintenance of useful standards; the amalgamation of 
ethics into science; the development of a philosophy of action and reac- 
tion and responsibility for them; the respect for the ‘‘ personal” which 
will make possible, however, group action for self-protection ; develop- 
ment of a system of fitting capacity to opportunity, which will not at 
the same time stunt the ambitions and desires; a healthy respect for 
spontaneity ; the need and desirability for balance and harmony ; respect 
for the unknown; the need for law which will give recognition to factual 
evidence of behavior, rather than exclusively to artificial rules of logie; 
social security and the right and obligation to work for the common 
good; a sense of freedom and solidarity; sex edueation of the young; the 
changing status of marriage and of the family as a unit. 
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The problems of prostitution, criminality, delinquency, exploitation of 
the defective, drug addiction and alcoholism, the ‘‘psychopathic per- 
sonalities"" are ever present troublesome issues in which psychiatry has 
a considerable stake. ‘Their present ineffective handling is in large 
measure the result of dodging the rules of science and the conclusions 
these would force on one, in favor of political, legal, religious, or pro- 
fessional philanthropic enthusiasm or bias. 

Society continuously attempts to define its stake in the proper develop- 
ment of opportunity for normal children; adults, and the aged; for the care 
of the sick and maladjusted, whether from inherent biological weakness or 
from the competitive grind of society’s demands. 

There is convincing evidence that any given culture is largely the projec- 
tion onto society of certain “‘basie personality" items, designed primarily 
to reduce the load of personal tension and anxiety. These projected items 
become formalized as society’s dictates, and they in turn mold the character 
of the individual members of that society.* 

Comparative anthropological studies of different cultures furnish valuable 
clues to the understanding of social taboos, proscriptions, demands and 
acceptances, as well as of the basic needs and strivings of all people and 
the methods of attaining them, and of the rapprochement of the various 
methods. 

Leighton? showed how fundamental psychological principles could be 
used in the treatment of a minority group during war conditions, to further 
better relations and mutual understanding. 

In an age priding itself in having discovered at last the means of mass 
extermination of peoples and the accumulated products of their useful toil, 
there is badly needed basie research into the prime needs of all peoples, 
means for their achievement, and education toward a broader outlook of 
a real universal brotherhood of man. 


More studies are needed on the psychological origins and structure of 
systems of morals and ethies in different cultures such as Flügel* has 
attempted. 

The human being is distinguished by his spontaneity, his capacity for 
choice and decision, his use of ‘‘sense’’ to improve his lot. A mental 
hygiene program worthy of the name will aim to develop a practical 
working philosophy based on observation of actual individual and mass 
human performance, effective or poor, and on experimental methods for its 
alteration. It will in the end be a fusion of all the sciences and disciplines 
into a real anthropology—or science of man. In this effort, psychiatry will 
have an honorable part. For the study of the disorders in the adjustment 
of individuals to their respective cultures and of intercultural problems 
provides the most telling clues to general principles and their experimental 
challenge. 
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Unconscious-conscious personality items, 
Underaetivity, definition of, 159 
Unfamiliarity feelings, definition of, 108 
Unreality, definition of, 168 

Urea, synthesis of, 22 

Uremie delirium, 448 


v. 


Vagueness in talk, 163 
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